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EXECUTIVE SUMMARY

This report documents the evaluation of the fourth cooperative agreement between the Johns
Hopkins Program for International Education in Reproductive Health (JHPIEGO) and the United
States Agency for International Development (USAID). The current cooperative agreement, the
fourth in a series of projects with USAID's Office of Population (G/PHN/POP), is a five-year
project (1993 to 1998) with a central funding agreement value of $80,722,779; $59,586,754 was
obligated through September 30,1996. Expenditures through June 30, 1997, total $47.7 million.

JHPIEGO's fourth cooperative agreement has five objectives. These objectives were established
before the cooperative agreement was signed, but were later revised to help achieve the results
identified by the Center for Population, Health and Nutrition (PHN), Bureau for Global Programs,
Field Support and Research (USAID/G/PHN/POP). JHPIEGO works directly to support PHN's
first Strategic Objective (SO): "Increased use by women and men of voluntary practices that
contribute to reduced fertility." This SO has four intermediate results. Through the objectives
outlined in the fourth cooperative agreement, JHPIEGO contributes to all four of these results.
These objectives are as follows:  

(1) Capacity Building.  To establish the capacity of countries to train their own
health care personnel to deliver quality family planning (FP) services, emphasizing long-
term methods, through the development of national training systems
(PHN Result 1.3).

(2) Direct Training.  To meet specific short-term national family planning needs,
especially in long-term methods, through the training of service providers
(PHN Result 1.4).

(3) Maximizing Access and Quality of Services.  To increase the access to and
quality of reproductive health (RH) services by strengthening medical, training, and
service protocols worldwide and to reduce medical barriers and training that limit access
to FP (PHN Result 1.4).

(4) Training Technologies, Approaches, and Materials Development.  To improve
the effectiveness and efficiency of RH training materials (PHN Result 1.1).

(5) Technical Resources Development.  To expand international RH training
resources and systems through training of future FP trainers and leaders and through
technical assistance to missions and others working in FP
(PHN Results 1.1, 1.3).
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To look to the future and for strategic planning, USAID stressed the following four purposes for
this evaluation:

(1) To assess the extent to which JHPIEGO has accomplished the training objectives
set forth in the cooperative agreement,

(2) To assess the effectiveness and efficiency of JHPIEGO's organizational and 
management structures,

(3) To assess the sustainability of JHPIEGO’s efforts in building national training 
systems to train health-care personnel, and

(4) To identify specific areas of RH training that JHPIEGO should emphasize under its
next cooperative agreement.

As a result of the evaluation, the evaluation team had the following conclusions:

• JHPIEGO has been effective in achieving outputs; 

• JHPIEGO has been responsive to USAID missions. With few exceptions, the
missions have been very pleased with JHPIEGO's performance; and 

• JHPIEGO has collaborated with host-country partners and other Cooperating
Agencies (CA).

These are major successes, but JHPIEGO appears to be less efficient than desired in a
competitive, resource-scarce environment, although the need for JHPIEGO to be efficient and
competitive is greater than when the fourth cooperative agreement was designed. The fifth
agreement between JHPIEGO and USAID will begin in a different environment than that of the
fourth. The following conditions will exist:

• There will be more USAID field support funding and less core funding;

• USAID's reengineering efforts have led to a focus on program results and program
impact;

• USAID's missions have less staff to manage activities. The missions are, therefore,
looking for fewer CAs, each of which can do more; and

• CAs are operating in the field with broader programs than their mandates
projected.



     1 See Section 6.2 for the results of JHPIEGO's evaluation in Kenya illustrating the need for a
systems approach. That evaluation revealed that three years after a group of physicians had been
trained in minilaparotomy, only 14 of the 41 physicians interviewed were currently in job positions
where they performed the services for which they had been trained. When asked about constraints
to the provision of minilaparotomy services in their facilities, they reported, "not being in a job
position to regularly perform the procedure, insufficient supplies, and lack of clients."

ix

Within the context of this different environment, the evaluation team makes the following
recommendations to promote both JHPIEGO's contribution to improved health in developing
countries and the long-term institutional success of JHPIEGO itself.

Expand JHPIEGO's Mandate

The Population Office should expand JHPIEGO's mandate in the next cooperative agreement to
that of clinical human resource development (HRD), focusing on improving the performance of
clinical service providers. JHPIEGO would be directed to plan and implement clinical HRD in
direct association with clinical service delivery problems. JHPIEGO's main activity would
continue to be training, but with a greatly increased emphasis on pre-service training,
complemented by other HRD activities as necessary, feasible, and appropriate. Those other
interventions might include the following:

• Advising on medical, nursing, and midwifery school and college recruitment,
including appropriate numbers and types of student; and

• Advising on medical, nursing, and midwifery school and college deployment,
including the appropriate numbers and types of clinical graduates and service
providers necessary for specific catchment areas, according to national service
delivery guidelines.

There are two reasons for such a broader mandate. The first is to be responsive to USAID's
missions and to acknowledge that, in response to the missions, CAs already implement broader
programs—in some countries—than what is projected in their mandates. In the field, understaffed
missions seek fewer CAs that are each capable of handling a broader range of responsibilities.

The second reason for an expanded mandate is to ensure that USAID's investment in HRD
addresses, in the most effective and efficient manner possible, resolvable service delivery
problems, such as access to competent, caring providers. Training, one potentially important HRD
input, should be based (1) on a needs assessment of the human resource system under which
providers are managed, and (2) on a plan to improve the development and management of human
resources. 1 Through the Primary Providers Training and Education in Reproductive Health
Project (PRIME), USAID has tried to ensure such a needs assessment and plan, based on a
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systems perspective. PRIME, however, does not work in every country, and in those countries
where both JHPIEGO and PRIME are active, national HRD plans identifying JHPIEGO's role and
activities within a systems perspective are not apparent. Such an HRD needs assessment and HRD
plan should be the foundation of all significant investments in HRD development and
management, regardless of which project undertakes the initial analysis and plan. Although a
broader JHPIEGO mandate would lead to an overlap of JHPIEGO and PRIME's mandates,
overlapping mandates does not mean overlapping activities. Each USAID mission, striving to
achieve results within a limited budget, would presumably be highly motivated to select the
appropriate CA based on performance—including collaboration—and costs.

Build Greater National, Regional, and Institutional Capacity and Institutionalization 

JHPIEGO should strive to build the capacity of countries, regions, and institutions to provide
clinical resource development without outside technical assistance; JHPIEGO should add this
higher level of achievement to its benchmark hierarchy.

Promote Greater Sustainability

The fifth cooperative agreement should explicitly address the fact that JHPIEGO is operating in a
resource-scarce environment: USAID is phasing down or out in many countries, program
countries are poor and have a limited ability to support recurrent costs, and transferring costs to
donors is unsafe. JHPIEGO should immediately address this lack of attention to financial
sustainability by reaching consensus with USAID on the relative importance of financial
sustainability in its programming and by developing a philosophy on financial sustainability, as
well as indicators and benchmarks to measure it. 

JHPIEGO should have both programmatic and financial sustainability as explicit objectives when
it plans, designs, and operates, and it should incorporate sustainability planning into its current
agreements. JHPIEGO should also launch all new agreements with an explicit discussion of
programmatic and financial sustainability. JHPIEGO should avoid, to the extent possible, picking
up recurrent costs such as salaries, rents, and utilities; in situations where it is currently covering
these costs, JHPIEGO should immediately develop a phase-out plan for such subsidization with
the relevant institution and USAID mission. Both national strategies and specific JHPIEGO
agreements (Memorandum of Understanding [MOU]) with host-country institutions should
clearly delineate (1) JHPIEGO's in-country costs supporting training systems and programs, such
as salary supplements, travel and per diem, office expenses, and training models such as "Zoe;"
(2) who will assume these costs when JHPIEGO ceases to fund them; and (3) a plan to reduce
and transfer these costs. 

JHPIEGO should use its creativity and ingenuity to develop state-of-the-art technologies,
materials, and models that are functional, effective, and affordable without JHPIEGO's support.
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Decide on a Country-specific Balance Between Pre-service and In-service Training

The balance between pre-service and in-service training should be decided on a country-specific
basis depending on the country's needs assessment (service delivery issues such as quality, access,
human resources, urgency of provider problem, educational and  training resources, and stage of
program development), the mission and host-country's plans and priorities, and the contributions
of other CA's and donors.

Devote Greater Attention to Impact

JHPIEGO should expand its definition of quality of services beyond a definition that is limited to
the process of providing services, to a definition that includes clinical outcomes, such as
continuation rates, complication rates, client satisfaction, and acceptor rates (especially for
targeted groups). This definition would lead to more strategic plans for improvement including,
but not limited to, training interventions. JHPIEGO should then take the next steps: it should (1)
routinely assess the impact of training on service and (2) work in collaboration with projects such
as the Quality Assurance Project (QAP) to develop feasible strategies to monitor compliance with
RH/FP service delivery guidelines in key service areas. Where noncompliance is noted, JHPIEGO
should develop strategies to increase compliance.

JHPIEGO should continue to increase the proportion of its interventions directed toward
nonphysicians versus physicians. As it is beginning to do with postabortion clients, JHPIEGO
should use policy and advocacy strategically, combined with training, to increase access to
services for postpartum and adolescent clients. Training for postpartum and postabortion IUD
insertion should be considered.

Examine Other Technical Areas

Most USAID missions also expressed a desire for JHPIEGO to continue to maintain its focus "by
sticking to the basics" of FP and to not lose its focus by taking on too many other RH issues.

USAID should evaluate the technical quality of JHPIEGO's electronic information programs and
analyze these programs—with regard to overlap, redundancy, and costs—in relation to other
electronic programs being developed or implemented by other CAs, donors, and foundations
working in the health sector. JHPIEGO should:

• Wait until the results of that analysis are available before developing any new
computer-assisted modules,

• Examine the assumptions underlying the ProTrain program to determine whether
the program accurately estimates training needs,
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• Continually monitor developments in the information technology field to take
advantage of cheaper and more effective ways to deliver training information, and

• Implement information technology programs only when they can be shown to be
effective and financially sustainable.  

Maintain Preparedness Over the Next Five to Ten Years

In the FP field, technological changes come slowly and infrequently compared to some areas of
RH such as assisted reproductive technology (e.g., in vitro fertilization). JHPIEGO is ideally
positioned—given its primary affiliation with Johns Hopkins University (JHU) and its strong
technical clinical leadership—to keep up with any technological changes that occur. JHPIEGO is,
therefore, well prepared for new technological developments, areas of interest, and emerging
conditions.  

Decentralize

JHPIEGO should more fully decentralize—true delegation of authority—to regional offices, and
from regional offices to any existing field offices. In line with JHPIEGO's broader mandate and in
response to the needs of USAID's missions, JHPIEGO should open additional field offices—with
delegated authority as previously described—where the volume of work and the level of funding
permit.
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1. INTRODUCTION

1.1 Background

1.1.1 The Context of the JHPIEGO Cooperative Agreement

In January 1994, the United States Agency for International Development (USAID) adopted an
agency goal to stabilize world population and protect human health. To meet this goal, the agency
adopted strategic objectives (SO). From these SOs, the Center for Population, Health and
Nutrition, Bureau for Global Programs, Field Support and Research (G/PHN) developed the
following four PHN SOs:

• SO 1: Increased use by women and men of voluntary practices that contribute to
reduced fertility;

• SO 2: Increased use of safe pregnancy, women's nutrition, family planning (FP),
and other key reproductive health (RH) interventions;

• SO 3: Increased use of key child health and nutrition interventions; and

• SO 4: Increased use of improved, effective, and sustainable responses to reduce
HIV transmission and to mitigate the impact of the HIV/AIDS pandemic.

PHN's SO 1 has four intermediate-level program results that help to guide programs and activities
and allow the center to monitor progress:

• Result 1.1: New and improved technologies and approaches for FP programs; 

• Result 1.2: Improved policy environment and increased global resources for FP
programs;

• Result 1.3: Enhanced capacity for public, private NGO, and community-based
organizations to design, implement, evaluate, and finance sustainable FP programs;
and 

• Result 1.4: Increased access to, quality of, cost-effectiveness of, and motivation
for the use of FP, breastfeeding, and selected RH information and services.

The Communication, Management and Training Division (CMT) of the Office of Population
(G/PHN/POP) focuses on SO 1. The CMT Division "works to build national training systems that
will enable countries to train and support their own doctors, nurses, midwifes, community aides,
traditional birth attendants, and others involved in reproductive health care" through its two
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training projects: the Johns Hopkins Program for International Education and Reproductive
Health (JHPIEGO), the focus of this evaluation, and the Primary Providers Training and
Education in Reproductive Health Project (PRIME). In theory these two projects have different
foci and training segments. As stated in the Scope of Work (SOW) for this evaluation, PRIME
focuses 

on front-line health-care providers who reach clients with family planning and
reproductive health at the community level. This includes nurses, midwifes, primary care
physicians, traditional birth attendants, and other community-based health workers.
JHPIEGO, on the other hand, focuses on training physicians (both general practitioners
and obstetricians/gynecologists ([OB/GYN]), nurses, and midwives primarily in a clinic
setting. Both JHPIEGO and PRIME work in pre-service and in-service training, but
JHPIEGO places more emphasis on pre-service training than does PRIME.

Additionally, other projects in the Office of Population carry out FP/RH training. AVSC
International, the Family Planning Service Expansion and Technical Support Project (SEATS),
and Pathfinder (Family Planning Services) are the most relevant projects to JHPIEGO and they
are the projects with which JHPIEGO most frequently collaborates. As envisioned by
G/PHN/POP and stated in the SOW, "these projects provide training for discrete groups of
providers in a particular service delivery setting. They are not focused on the development of
sustainable training systems as are JHPIEGO and PRIME."

1.1.2 JHPIEGO's Fourth Cooperative Agreement

JHPIEGO is a non-profit corporation that works to improve the health of women and children in
developing countries. JHPIEGO works to increase the number of qualified health professionals
trained in modern RH and FP methods. Since its inception in 1973, JHPIEGO has trained more
than 83,000 health professionals from over 5,000 institutions in 128 countries.

JHPIEGO's current cooperative agreement, the fourth in a series of projects with USAID's
G/PHN/POP, is a five year project (1993 to 1998) with a central funding agreement value of
$80,722,779; $59,586,754 was obligated through September 30,1996.2 Expenditures through
June 30, 1997, total $47.7 million.3

JHPIEGO's fourth cooperative agreement has five objectives. The objectives were established
before the cooperative agreement was signed, but were later revised to help achieve the PHN
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Results. JHPIEGO addresses all of PHN's intermediate results under SO 1. JHPIEGO's objectives
(and their linkage to PHN Results) are as follows:

(1) Capacity Building.  To establish the capacity of countries to train their own
health-care personnel to deliver quality FP services, emphasizing long-term methods,
through the development of national training systems (PHN Result 1.3).

(2) Direct Training.  To meet specific short-term national FP needs, especially in
long-term methods, through training of service providers (PHN Result 1.4).

(3) Maximizing Access and Quality of Services.  To increase access and quality of
RH services by strengthening medical, training, and service protocols worldwide and to
reduce medical barriers and training, which limit access to FP
(PHN Result 1.4).

(4) Training Technologies, Approaches, and Materials Development.  To improve
the effectiveness and efficiency of RH training materials
(PHN Result 1.1).

(5) Technical Resources Development.  To expand international RH training
resources and systems through training future FP trainers and leaders and through
technical assistance to missions and others working in FP (PHN Results 1.1, 1.3).

1.2 This Evaluation

USAID contracted the Population Technical Assistance Project (POPTECH) to conduct this final
evaluation of JHPIEGO's fourth cooperative agreement. POPTECH, in turn, contracted a three-
person consultant team composed of a team leader, the sustainability and management specialist; a
practicing obstetrician/gynecologist (OB/GYN) with extensive experience in international FP; and
a master trainer with extensive experience with JHPIEGO, medical education, and international
FP programs. 

The SOW for this evaluation had four purposes (see Appendix A):

• To assess the extent to which JHPIEGO has accomplished the training purposes
and objectives as set forth in the cooperative agreement,

• To assess the effectiveness and efficiency of JHPIEGO's organizational structure
and management structure,

• To assess the sustainability of JHPIEGO's efforts in building national training
systems to train health-care personnel, and
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• To identify specific areas of RH training that JHPIEGO should emphasize under its
next cooperative agreement.

1.2.1 Methodology

The team's evaluation, which took place from April to June of 1997, began with meetings with
USAID and JHPIEGO. The team then reviewed materials and visited three of JHPIEGO's field
programs—Kenya, Nepal, and Indonesia—where the team interviewed representatives from
USAID, JHPIEGO, host-country institutions, and JHPIEGO's collaborators. These visits were
complemented by a careful review of the USAID missions' e-mail responses to a G/PHN/POP e-
mail sent to 22 missions and regional offices requesting feedback on JHPIEGO's performance.
Through those e-mail responses, and through site visits or telephone calls, the evaluation team
received feedback from 18 USAID offices. Additionally, the team talked with staff from key
collaborating Cooperating Agencies (CA) in the United States and in the field.
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2. JHPIEGO'S ACHIEVEMENTS IN THE COOPERATIVE
AGREEMENT

The following tables, prepared by JHPIEGO, summarize the project's accomplishments. These
accomplishments are presented in terms of PHN Results.

Table 1a

Selected Cooperative Agreement Commitments, October 1, 1997 to March 31, 1997

Indicator
Planned by

Sept. 30, 1998
Completed by

March 31, 1997 Notes

1.1   New and improved technologies and approaches for family planning programs  

1.1.a New and improved products, strategies, and technologies developed and evaluated

Joint country strategy
developed

15 countries 20 includes Brazil, Burkina Faso,
Central Asian (CEN) Region,
Ghana, India, Indonesia, Kazakstan,
Kenya, Kyrgyz Republic, Niger,
Peru, Philippines, Russia, Senegal,
Tajikistan, Turkey, Turkmenistan,
Ukraine, Uzbeckistan, and joint
IPPF/JHPIEGO training strategy for
15 Arab world regional affiliates
completed
Also contributes to Intermediate
Results 1.2.a, 1.3.a

JHPIEGO training and
educational materials
(new and updated)
harmonized with
USAID Interagency
Working Group
standards

100% of
JHPIEGO
materials

10/10 Service Delivery Guidelines
Also contributes to Intermediate
Result 1.1.d

New training packages
developed

2 packages 3 Postabortion Care reference manual,
course handbook, and trainer's
notebook; Clinical Training Skills
for Reproductive Health
Professionals, Contraceptive
Technology Update package
(PocketGuide and Reproductive
Health Service Guidelines [RHSG])

Source: JHPIEGO portfolio review
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Table 1b

Selected Cooperative Agreement Commitments, October 1, 1997 to March 31, 1997

Indicator
Planned by

Sept. 30, 1998
Completed by

March 31, 1997 Notes

1.1.c Improved knowledge-base for understanding, setting priorities, and applying new or   improved
technologies and approaches

Joint country needs
assessments conducted

15 countries 21 includes Bolivia, Brazil, Burkina Faso,
CEN Region, Ghana, India, Indonesia,
Kazakstan, Kenya, Kyrgyz Republic,
Moldova, Morocco, Niger, Peru,
Russia, Tajikistan, Turkmenistan,
Uganda, Ukraine, Uzbeckistan, and
Zimbabwe
Also contributes to Intermediate
Result 1.3.a

Special study conducted
to assess the impact of
in-service training

11 countries 5 includes Ghana, Kenya, Philippines,
Zimbabwe, and Nepal

Special studies showing
improved effectiveness/
efficiency of training 

2 studies 4 Thailand pelvic model, Indonesia
Norplant training arm model study,
Indonesia Norplant removal study (U
technique), Zimbabwe cervical cancer
screening initiative pilot-test
completed September 1995 (main
study ongoing to Sept. 1997)

Source: JHPIEGO portfolio review
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Table 1c

Selected Cooperative Agreement Commitments, October 1, 1997 to March 31, 1997

Indicator
Planned by

Sept. 30, 1998
Completed by

March 31, 1997 Notes

1.2 Improved policy environment and increased global resources for family planning programs

1.2.a National and operational policies relating to family planning and reproductive health
formulated, disseminated, and implemented and barriers to service availability removed

Contraceptive method-
specific guidelines
developed

15 countries 13 includes Bolivia, Brazil, Guatemala,
India, Indonesia, Kyrgyz Republic,
Morocco, Nepal, Peru, Philippines,
Senegal, Turkey, and Zimbabwe
Also contributes to Intermediate
Result 1.4.b

Medical barriers to
service access and
quality are identified
and addressed in
national RH/FP
guidelines

6 countries 18 includes Bolivia, Botswana, Brazil,
Cameroon, Guatemala, Guinea, India,
Indonesia, Kazakstan, Kenya, Kyrgyz
Republic, Nepal, Peru, Philippines,
Senegal, Turkey, Uzbeckistan, and
Zimbabwe
Also contributes to Intermediate
Results 1.4.a., 1.4.b 

1.3 Enhanced capacity for public, private, NGO, and community-based organizations to design,
implement, evaluate, and finance sustainable family planning programs

1.3.a Improved technical and management capacity within family planning and                
reproductive health institutions

Family planning
training program
established in one or
more of the major pre-
service (medical,
midwifery, nursing)
systems

20 countries 22 in progress The 22 in progress include Bolivia,
Brazil, CEN Region, Ghana,
Guatemala, Kazakstan, Kyrgyz
Republic, Nepal, Niger, Peru,
Philippines, Russia, Senegal, Turkey,
Turkmenistan, Uganda, India,
Uzbeckistan, Tajikistan, and
Zimbabwe
Also contributes to Intermediate
Result 1.4.b

Source: JHPIEGO portfolio review
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3. CAPACITY BUILDING, INSTITUTIONALIZATION, AND SUSTAINABILITY

JHPIEGO works to help achieve all four of PHN's Results under SO 1. JHPIEGO's work in
capacity building, institutionalization, and sustainability is directed toward the following two
results:

• Improved policy environment and increased global resources for FP programs
(PHN Result 1.2); and

• Enhanced capacity for public, private NGO, and community-based organizations
to design, implement, evaluate, and finance sustainable FP programs (PHN Result
1.3).

3.1 JHPIEGO's Definitions

3.1.1 Capacity Building

Capacity building is an explicit objective of JHPIEGO's cooperative agreement, and it has
developed a framework to define, monitor, and evaluate its capacity-building work (Figure 1).4 In
this framework, JHPIEGO describes capacity building as "bringing together the educational and
health systems of a country to prepare a cadre of health-care providers who can deliver
standardized, high-quality services. In this framework, pre-service and in-service training are
coordinated, and service delivery and clinical training are guided by a set of up-to-date, nationally
accepted service delivery guidelines." JHPIEGO has identified benchmarks for each of the key
components of the framework (e.g., national policy and service guidelines); these benchmarks
define the steps of capacity building and enable JHPIEGO to plan, monitor, and evaluate its work. 

The highest level of JHPIEGO's benchmarks identify a point at which JHPIEGO's inputs have
become standardized, accepted, or internalized in the host countries. However, the benchmarks
do not reach the point where host-country colleagues have the capacity to assess needs, create
materials, develop guidelines, or provide training on their own. For instance, for curricula
development in pre-service training, the highest level benchmark is "official standard for training
in all institutions." At the same time, the highest level benchmark for materials development is "a
system exists for ensuring the provision of sufficient number of training materials (and) supplies to
all institutions." With in-service training, the highest level
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benchmark for faculty, tutor, and classroom presentation skills is "officially designated and
responsible to teach classroom portion of RH/FP curricular component in all institutions" and for
strengthening clinical training sites, the highest level is "a sufficient number of sites functioning
effectively as clinical training sites to meet clinical practice training needs."

3.1.2 Institutionalization 

In the documents reviewed by the team, JHPIEGO does not explicitly define institutionalization.
The objective of institutionalization is, however, implicit in JHPIEGO's Framework for Integrated
Reproductive Health and in its field activities. The American Heritage Dictionary of the English
Language defines institutionalization as "building relationships or patterns of importance in the
life of a community or society or to make into or treat as an institution." Institutionalization
connotes that an organization or institution has come to "buy into," "own," and be
committed—over the long term—to the ideas, norms, procedures, and standards introduced to
that organization or institution. Such institutionalization, implicit in the Framework for Integrated
Reproductive Health Training, is a key factor in both PHN Result 1.2 and PHN Result 1.3.

3.1.3 Sustainability

Sustainability, as defined by JHPIEGO, would result from achieving the components that are
described in the Framework for Integrated Reproductive Health Training. In its 1995 "Annual
Report," JHPIEGO writes: "JHPIEGO's model for sustainable development depends on the
existence of well-defined linkages between the domains of health policy, service delivery, and pre-
service and in-service training."

Sustainability or sustainable national training systems are not mentioned in JHPIEGO's
cooperative agreement, nor is there any language in that cooperative agreement promoting cost-
effectiveness or cost-efficiency at JHPIEGO's headquarters in Baltimore or at the field level. It is
not altogether surprising, therefore, that JHPIEGO principally interprets sustainability as
programmatic sustainability. In its 1996 "Annual Report," JHPIEGO defines sustainability as
"countries being able to carry on their own reproductive health education and training programs
without outside support," but JHPIEGO has not defined financial sustainability or developed
indicators for it.

3.2 The JHPIEGO Model: The Framework for Integrated Reproductive 
Health Training

JHPIEGO's model for building national capacity is the Framework for Integrated Reproductive
Health Training (see Figure 1). It has seven components that promote the provision of quality
RH service in service delivery points.



12

3.2.1 Needs Assessments and Country Strategies

The first component in the Framework for Integrated Reproductive Health is a needs assessment.
This needs assessment will lead to a country strategy, developed in collaboration with host-
country counterparts and other CAs. JHPIEGO has conducted joint country strategies in 20
countries, five more than were targeted in the fourth cooperative agreement. JHPIEGO's country
strategies do not follow a standardized format, but these strategies generally provide a
background on a country's need for trained providers of FP services and the existing capacity of
the country to provide adequate training. Most needs assessments concentrate on the problems of
training systems, rather than on the entire system of human resources that are required to provide
quality services in service delivery sites. However, JHPIEGO's March 1997 country strategy
prepared for Nepal (Hughes 1997) is more comprehensive and does address some of the non-
training, programmatic constraints that would need to be addressed to achieve the intended
impact on the delivery of FP services. These constraints included the following:

• The lack of a comprehensive national training program;

• The lack of a national training plan linked to service delivery needs and goals;

• The serious shortage of FP provider staff, particularly female workers;

• The inadequate supervision and monitoring of existing staff, inadequate
opportunities for staff advancement, and lack of a relationship between
performance and reward; and

• The insufficient communication and coordination among donors and the Ministry
of Health (MOH) and among other organizations involved in FP in Nepal.

This Nepal country strategy, addressing a variety of human resource problems, was followed by a
description of JHPIEGO's workplan that concentrated exclusively on training interventions. In this
workplan, there were no plans for addressing the non-training, human resources problems and
needs or for identifying other CAs to address them.

3.2.2 National Reproductive Health and Family Planning Service Guidelines

The second component in the Framework for Integrated Reproductive Health Training is the
development, adoption, and dissemination of national RH and FP guidelines. For these guidelines,
JHPIEGO identifies six benchmark levels. These benchmarks can be viewed as the progressive
institutionalization of standards and as contributions to an improved policy environment. The
benchmarks begin with "country officials sensitized about need for revising guidelines, knowledge
updated, consensus reached," progress to adoption of the guidelines, and end with the
dissemination of the guidelines. As indicated in Section 4.2.1, a final stage in
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institutionalization—the stage critical to improving quality—would be compliance with those
guidelines.

3.2.3 Pre-service and In-service Training

Training is the focus of the Framework for Integrated Reproductive Health Training. This section
of the report discusses two JHPIEGO directions for building capacity: pre-service training and in-
service training. Ideally, these two directions are integrated.5 See Chapter 4 for a specific
discussion of JHPIEGO's training approach and materials.

Approximately 60 percent of JHPIEGO's training is in-service training and 40 percent is
pre-service training. Until recently, JHPIEGO worked primarily with in-service training, usually
where little or no infrastructure existed for conducting such training. To solve the infrastructure
problem, JHPIEGO established training networks that require training for competent trainers of
service providers and for master trainers to train trainers. These training networks also require
training packages, including written materials for both trainers and trainees, audiovisual materials,
and anatomical models for skills practice. Since no job category or budget for paying trainers
exists in most countries, JHPIEGO has paid honoraria for trainers above the regular salaries that
they are paid as service providers or faculty members. JHPIEGO has also paid for the
administration of the trainer network in Indonesia, Kenya, and Nepal and has subsidized the costs
of trainee travel and other expenses.

This early focus on in-service training was seen by JHPIEGO as filling an important but temporary
need to rapidly train the many inadequately skilled clinical providers. As a JHPIEGO official put
it, "We have spent the last few years draining the swamps. We are now working on creating
sustainable training capabilities." Several factors relating to inadequate pre-service training in FP
caused this "swamp" of incompetent FP service providers:

• Most medical and nursing schools had little or no FP/RH training in their training
curriculum.

• Training was largely theoretical; no clinical practice in FP was provided.
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• The ratio of students to faculty was high: rapid increases in numbers of medical
and nursing students were not met with increases in numbers of faculty.

JHPIEGO is working with pre-service training institutions in several countries, including Kenya,
Indonesia, Guatemala, Turkey, and Brazil. In Kenya, JHPIEGO has worked with the Jomo
Kenyatta University Medical School for twenty years, beginning with training OB/GYNs in
laparoscopic tubal ligation. In recent years, the entire OB/GYN faculty has received training to
standardize their skills in the full range of FP methods and many have become certified trainers in
the JHPIEGO approach. JHPIEGO's work with the OB/GYN department has resulted in several
positive developments:

• Faculty now supervise the training of interns in district hospitals.

• Faculty master trainers are able to train other trainers in both standardized clinical
skills and clinical training skills.

• Faculty are designing new curricula and materials in RH, such as obstetrics, using
the JHPIEGO approach.

• Other departments in the medical school are asking for assistance from the
OB/GYN department to develop curricula and training skills. According to the
head of the department, the OB/GYN curriculum and training approach is now the
model on which the entire medical school is based.

JHPIEGO's funding of the project at the Kenyatta Medical School ended this year because
USAID's funding in Kenya was reduced. JHPIEGO believes that the work in the Medical School
is sustainable—after 20 years—without further outside assistance, and medical school faculty
confirmed that much of the work would continue. However, without JHPIEGO's practice of
"topping off" salaries for training outside the walls of the medical school, the supervision of
interns may decline or stop unless other funding is found. The medical school has not adopted a
policy of including intern supervision among the duties of the faculty.

In Guatemala, JHPIEGO took a much more direct approach to policy change at the San Carlos
University Medical School. Here, JHPIEGO sponsored a two-week workshop on strategic
planning for the deans and department heads of all medical school departments. In this workshop,
the faculty reviewed all of the policies that determined their effectiveness in training, research, and
service delivery. This workshop led to several key policy changes, including the modification of
admission standards and the introduction of competency-based teaching techniques. The faculty
also decided to include FP and RH in their standard curriculum, an innovation that took
JHPIEGO years to implement in some other countries. The faculty has also taken the initiative to
develop a manual that introduces a step-by-step approach for conducting a routine physical
examination. This manual, which serves as a learning guide for new medical students under the
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supervision of a clinician, includes client instructions, stipulates the equipment needed, and
provides a checklist on how to conduct a physical exam correctly.

JHPIEGO writes in its most recent annual report that it has emphasized pre-service training,
recognizing that pre-service training is less expensive and less disruptive to service delivery and,
consequently, likely to be more sustainable than in-service training. The trend is clearly toward
pre-service training. By the end of program year 1988, JHPIEGO plans to establish programs in
FP training in one or more of the major pre-service—medical, midwifery, and
nursing—institutions in 22 countries. JHPIEGO's collaborators in the field support this trend;
representatives from many USAID missions, AVSC International, and the United Nations
Population Fund (UNFPA) indicated that they believed JHPIEGO's unique niche and contribution
was in pre-service.

The question, however, is whether pre-service training is more cost-effective than in-service
training. The previous evaluation of JHPIEGO (Pillsbury 1990) noted that comparative cost data
on pre-service and in-service training were not readily available and the evaluators did not attempt
to do any cost-effectiveness analyses. Nonetheless, that evaluation concluded that "It is not
feasible, and will probably never be cost-effective, however, for family planning clinical skills to be
taught to all medical, nursing, and midwifery students during their basic education." 

Comparative cost data on pre-service and in-service training is not available; therefore, we
operate on assumptions. Theoretically, in pre-service training, the costs are front-loaded as a
curriculum is developed and faculty are trained; costs fall dramatically (and then zero out) as the
curriculum and skills are incorporated and institutionalized (as has happened with JHPIEGO's pre-
service training of physicians in Kenya). Early in-service training costs would also be high as
training sites—and curriculum and trainers—are developed. However, given the example of
JHPIEGO's work in Indonesia, the in-service costs would continue indefinitely as long as the
professional schools graduate untrained, unskilled providers.

JHPIEGO believes that a basic package of RH skills should be offered to all health care providers
who will be working in primary health care and it urges governments to develop policies that will
give hiring preference to people who have been trained in RH. JHPIEGO has found it possible to
train providers on models during their medical training and then provide a very short clinical
practice experience just before graduates leave for their field service. JHPIEGO further notes that
all developing countries provide basic RH skills to providers before they enter service. There will,
however, always be a need for in-service training courses linked to pre-service institutions to
introduce new technologies, or for selective remedial training if skills deteriorate.
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3.2.4 Service and Clinical Training Sites

In most countries in which JHPIEGO delivers training, either the training institutions do not have
clinical facilities or the facilities are not of the size and quality required under JHPIEGO's
standards. Therefore, another component of JHPIEGO's framework is assistance to collaborating
training institutions in developing clinical training sites, including upgrading, maintaining, and
supplying these sites. JHPIEGO indicates that all clinical training sites are standardized with
regard to the equipment, supplies, infection prevention services, and contraceptive services
offered.6 JHPIEGO states that, in principal, $5000 is the maximum spent on any one site. These
sites are chosen based on four criteria:

• The site is an active service delivery site,

• The site has a high volume of clients, 

• The site is typical of clinics in the area, and

• The site meets basic standards of counseling and infection prevention.

JHPIEGO no longer funds construction.

To upgrade the clinical training in Nepal, JHPIEGO recently funded renovations to the maternity
hospital because, as JHPIEGO counterparts explained, the space where training was previously
conducted was congested and crowded; now FP will have a floor to itself. JHPIEGO has
complemented this renovation by donating equipment for treating incomplete abortions,
audiovisual equipment, and materials and modules, as well as training in infection prevention and
counseling, and financial support to the hospital to compensate three hospital staff for their
training time. A group of three or four students are trained for a period of four weeks, including
three weeks of didactic training and one week of practical training.

JHPIEGO's support to clinical training sites includes funding for supervision of host-country
counterparts and support to the various tiers of these sites. In Indonesia, JHPIEGO has helped
establish a four-tiered National Clinical Training Network (NCTN) with headquarters in Jakarta.
Through the Indonesian Society of Obstetricians and Gynecologists (POGI), JHPIEGO supports
the operation of the NCTN, its supervision, monitoring, and support to three National Resource
Centers (NRC). These NRCs supervise eight Provincial Training Centers (PTC) that, in turn,
monitor and supervise seven District Training Centers (DTC). At this final tier—the DTC—the
focus is on training of direct service providers. JHPIEGO provides funding for four administrative
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salaries for POGI and for POGI's office expenses, for four salaries for NCTN and for NRC's
office expenses, and for the travel and per diem for staff of the supervisory tiers to supervise and
monitor the lower-level tiers.

3.2.5 Service Delivery Points

Improved clinical quality at service delivery points is the final component of JHPIEGO's
Framework for Integrated Reproductive Health Training. JHPIEGO's documents contain
relatively little about actual service delivery. See Chapter 5 for JHPIEGO's definition of quality
service delivery and recommendations for assessing compliance at the service delivery level.

3.3 Institutionalization

As previously indicated, JHPIEGO's definition of capacity building—and the activities within that
term—includes institutionalization. If JHPIEGO is to make progress toward accomplishing the
core components of the Framework for Integrated Reproductive Health Training,
institutionalization must occur. For example, development of national RH and FP service
guidelines necessitates building relationships in the national RH community and developing "buy-
in" and ownership of service delivery standards.

Pre-service training involves the institutionalization of curricula, clinical trainer and faculty skills,
clinical training sites, training materials, and training information systems. For each of these
elements, there are tiered benchmarks of success. Under this cooperative agreement, JHPIEGO
has achieved at least the first level of success in one or more pre-service components in fourteen
countries. It has achieved the fourth level—or what might be interpreted as real
institutionalization—in three countries: Philippines, Uganda, and Kenya (completed under the
third cooperative agreement). The highest level of institutionalization has been achieved in the
Philippines and Uganda where such curricula have become the official standard for training in all
institutions. 

In-service training, implemented through national training systems, involves institutionalizing
professional training methodologies. Although Chapter 4 contains a discussion of whether
JHPIEGO's training is really competency-based, it is clear from the team's country visits that host-
country counterparts and USAID's missions have "bought into" the concept of competency-based
training (CBT). As with its other interventions in the Framework for Integrated Reproductive
Health Training, JHPIEGO has tiered benchmarks for in-service training; the highest level of
these benchmarks could be interpreted as institutionalization.

One means to ensure the support of training activities and institutionalization are Memoranda of
Understanding (MOU) with institutions that are the focus of JHPIEGO's capacity-building
activities and are recipients of JHPIEGO's inputs such as salary supplements, equipment, and
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materials. In the three countries that they visited, the evaluation team discussed with each
recipient organization the terms of such MOUs;

• Several institutions (the nursing schools in Kenya and the National Training Center
in Nepal) indicated that although they believed such MOU existed, they did not
know the terms of these agreements.

• Where MOUs did exist (Midwifery School in Indonesia), they did not clearly
identify the intended outcomes of training, the support needed for trainees, nor the
specific obligations of either party to the agreement. 

A further means for JHPIEGO to ensure institutionalization and sustainability is to develop and
use a cadre of national and regional consultants for South-to-South collaboration. JHPIEGO has a
process for developing trainers that is designed to create a continuous supply of expert
consultants and technical advisors. As stated in JHPIEGO's annual workplan, "JHPIEGO's
strategy is to reduce the dependence on U.S.-based trainers and consultants and to train trainers
from the region where they live and can conduct training." This process for developing trainers
includes several steps of training and supervised practice that move a service provider to various
levels of qualification as a trainer. First, a service provider is "standardized" as a competent
service provider, then he or she may receive a course in clinical training skills and become a
qualified clinical trainer. Some clinical trainers receive additional training and supervised practice
teaching to become advanced trainers, capable of training clinical trainers. The final step in
developing trainers is to train the master trainer, who is capable of conducting training needs
assessments and can design and evaluate training in addition to training trainers.

During the fourth cooperative agreement, JHPIEGO has conducted 136 training events. These
events have prepared 2,234 participants as clinical trainers, which is the first step in the training
process (see Appendix D). No data are available on how many of these trainees subsequently
conducted clinical training. JHPIEGO reports that it has trained 56 candidates as advanced
trainers; 22 of these trainers are qualified according to JHPIEGO's standards. JHPIEGO has also
developed ten candidates to the master trainer level; four of these candidates are fully qualified to
design and evaluate clinical training programs. To date, perhaps because the process starting as a
clinical trainer (2,234 participants) and becoming a master trainer (four fully qualified) is so
lengthy and demanding, JHPIEGO/Baltimore continues to provide considerable Baltimore-based
technical assistance to in-country training.

Over the life of the project, 34 percent of the 2,234 clinical trainers have been physicians, 14
percent have been nurses, and 3 percent have been midwifes. JHPIEGO classified 1,204
(49 percent) participants in the clinical training skills courses as "other," perhaps indicating that no
information on their job classification was gathered.
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3.4 Sustainability

As indicated, JHPIEGO has built capacity and achieved considerable institutionalization. The
question is whether the national system or components of the system are sustainable without
outside technical assistance. Note that PHN Result 1.3 addresses the capacity of local
organizations to "design, implement, evaluate, and finance sustainable family planning programs."

3.4.1 Programmatic Sustainability 

Thirteen USAID missions either responded directly to the question of sustainability that was
posed by the Office of Population's e-mail or responded verbally to the evaluation team—in terms
of components of the system. Six missions—Philippines, India, Guatemala, Guinea, Russia, and
Kenya—indicated that they believed JHPIEGO's pre-service activities with medical, nursing, and
midwifery schools were sustainable. Only in Kenya does JHPIEGO feel it has successfully
installed a complete, sustainable, pre-service training system. In the Philippines, JHPIEGO 

has had notable success with both the midwifery schools and the nursing colleges....
JHPIEGO's activities which are winding up in September this year are intended to ensure
that a minimum of 90 percent of these nursing colleges and midwifery schools have at
least one faculty member each trained in the competency-based FP/RH curriculum. A
major issue affecting nursing/midwifery training has been the lack of availability of clients
due partly to poor selection of training sites and to lack of community outreach. The
Mission, however, is confident that even with the phase out of JHPIEGO funding and
technical assistance in September 1997, teaching of FP/RH in the nursing colleges and
midwifery schools will continue.

The data available to the team does not indicate that any in-service program established by
JHPIEGO is sustaining training after JHPIEGO phases out. Several missions, including Ukraine
and Turkey, wrote supportively of JHPIEGO's efforts and indicated that it was too early for
decreased technical assistance. USAID/Bolivia wrote that they believed the eight integrated (pre-
service and in-service) RH training centers, established collaboratively with the National
Secretariat of Health and with the Pan American Health Organization (PAHO), would be
sustainable; however, these centers continue to operate with significant technical assistance and
donations of materials and equipment from JHPIEGO. One in-service program—the Fertility Care
Center of the Mary Johnson Hospital in the Philippines, which JHPIEGO provided with funding,
technical, and equipment assistance for many years—folded when JHPIEGO phased out its
support.

As indicated, the system envisioned by JHPIEGO is comprised of seven components, beginning
with a needs assessment, moving through service delivery guidelines and training (pre-service and
in-service) at JHPIEGO-supported training sites, to improved service delivery. The evaluation



     7 The cost to USAID would include, in addition, JHPIEGO's recharge costs and JHU's indirect
costs.
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team did not have time to evaluate the programmatic sustainability of the system as a whole or of
each of these components in any country.

3.4.2 Financial Sustainability

As noted, PHN Result 1.3 includes the financial dimension of sustainability; therefore, although
JHPIEGO has not defined financial sustainability within its framework, it should be determined
whether JHPIEGO's inputs are financially sustainable by host-country institutions. Because
JHPIEGO had not identified objectives or indicators of financial sustainability prior to this
evaluation, the evaluation team was not able to evaluate JHPIEGO against them. JHPIEGO
should consider establishing such objectives and indicators prior to the development of the fifth
cooperative agreement.

In addition to providing technical assistance and training materials to host-country counterparts,
JHPIEGO funds a variety of other inputs deemed necessary over the short term to support the
training system. This year in Indonesia, JHPIEGO's US$221,582 contract7 with POGI provides
POGI with funds to pay administrative and professional salaries and office expenses (including
utilities) and to coordinate and supervise (salaries, travel and per diem) each of the various tiers of
the national training network. In Nepal, JHPIEGO has an agreement with the maternity hospital
to pay the salaries of one physician coordinator and two physician trainers in the RH/FP intern
training program. In Kenya, until JHPIEGO phased out of activities with the Kenyatta Medical
School, JHPIEGO provided salary supplements, travel, and per diem to the faculty of the medical
school who supervised interns in the field. Theoretically, this supervision was the work of the
MOH and, consequently, was not continued when JHPIEGO phased out and those incentives
ended.

As to the question of whether host-country counterparts will be able to financially sustain the
training programs and approaches established with JHPIEGO's assistance, one USAID mission
responded to the Office of Population's query with the following statement:

The issue has been in finding the funding for supporting training programs...the question is
always, "Who pays?" Given that the Ministry of Health received only 38 percent of its
requested budget and physicians in some areas have not received a salary for six months,
no funds exist for most of those trained by JHPIEGO to "roll out" their training.

When questioned about financial sustainability, JHPIEGO's field staff and host-country
counterparts and collaborators replied that they doubted that host-country institutions could
support JHPIEGO-assisted programs on their current level once JHPIEGO's funding ceased. In
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Kenya, Nepal, and Indonesia, respondents voiced the hope that another donor would pick up the
costs of JHPIEGO-funded programs and inputs once JHPIEGO and USAID phased out.

One issue that affects project sustainability is the recurrent institutional costs, such as salaries,
utilities, and travel. Another sustainability issue, exemplified by interviews in Kenya, is the
perceived high cost of JHPIEGO's models and materials. UNFPA, commenting in anticipation of
assuming the costs of training JHPIEGO has conducted, was critical of the costs of JHPIEGO's
methodology and materials. In other interviews, the nursing directors of the University of
Nairobi's Department of Nursing and of the Kenya Medical Training College—with which
JHPIEGO has agreements to develop FP/RH pre-service training—wondered how they could
afford to fund nurses' training, based upon the Zoe model, on a large scale. There are
approximately 40 nursing schools in Kenya; USAID will be working with 20 to 25 of these
nursing schools, involving several thousand students a year. The nursing directors did not know
how many Zoes would be needed each year—at approximately $400 a piece—on campus, but
guessed that if the schools had to bear the costs, they would be lucky to have one model on each
campus for several hundred students a year. The question is whether JHPIEGO could develop and
use a less expensive and more affordable model, which indigenous institutions could purchase on
a recurrent basis.

3.5 Collaboration

JHPIEGO received high marks for collaboration; the nature of this collaboration varies,
appropriately, from country to country. JHPIEGO works with AVSC International around the
world to develop delivery guidelines. JHPIEGO also collaborates in a range of country- or region-
specific activities with other organizations. In Bolivia, JHPIEGO collaborates with the Pan
American Health Organization (PAHO), which clears JHPIEGO's materials and equipment
through customs and distributes them to training sites, and with UNFPA, which pays the local
training costs. In West and Central Africa, JHPIEGO collaborates with the Family Health and
AIDS in West and Central Africa project (FHA/WCA), which is funded by the Regional
Economic Development Support Office in West Africa (REDSO/WA). JHPIEGO won the
training component of the FHA/WCA through a competitive bid. Under this project, JHPIEGO
works collaboratively with John Snow, Inc. (JSI), which has the service delivery component;
Johns Hopkins Center for Communication Programs, which has the information, education, and
communication (IEC) component; and Tulane University, which is carrying out operations
research. FHA/WCA is a valuable project in a number of ways:

• It is a competitively won project;

• It is a project providing USAID support in countries after USAID has closed 
its mission in those countries; and
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• It is a project in which JHPIEGO has assumed, in response to USAID's local
realities, far broader responsibilities than their mandate entailed. 

See Chapter 7 for further comments on the importance of JHPIEGO's ability to respond to
missions' new realities. 

Conclusions

1. Using a systems approach, JHPIEGO should devote greater effort to country
needs assessments to identify gaps in the service delivery system and to analyze the role of
the clinical provider in problems of quality. In instances where there appear to be sufficient
numbers of adequately trained staff, JHPIEGO needs to determine why service providers
are not providing high-quality services. The factors that may be contributing to this lack of
quality are as follows:

(1) A lack of trained providers or a maldistribution or lack of use of trained
providers;

(2) The public policies on admission to professional schools and deployment
of the graduates of those schools;

(3) Poor supervision and little motivation; and

(4) Training-related reasons, either for pre-service (too many students
admitted into professional schools, poorly trained faculty, etc.) or in-
service (poor trainee selection, poor trainers, etc.). 

Regardless of the reasons for a lack in quality service provision, it is essential to identify
these reasons from a systems perspective and identify the interrelations between
components of the human resource development and management (HRD&M) systems.
See Appendix E for a matrix from POPTECH's "Final Assessment of the Egypt Child
Survival Project" that outlines the steps in HRD&M and identifies the human resource
policies or practices affecting physician performance in Egypt (Cobb 1996). If one asked
questions only about one step—for instance, in-service training—in that Egyptian matrix
and disregards the many other steps, one might wrongly conclude that more effort on in-
service training (more master trainers, more trainees) might resolve the problem of the
lack of skilled providers in rural areas and in Upper Egypt.

A thorough HRD&M analysis should lead to a collaborative strategy for addressing the
most critical human resource issues, such as admission to professional schools,
professional education (pre-service), deployment, supervision, in-service training, and
compensation. This analysis would highlight potential activities, linkages between issues
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and activities, and the responsibilities of the individual CAs—JHPIEGO, PRIME, AVSC
International, the Family Planning Management and Development project (FPMD), etc. It
would also present a rationale for a mix of pre-service and in-service training, based on
the systems analysis, including urgency of training, backlog, costs, and available resources.

The financial data that would permit a definitive statement as to whether pre-service or in-
service is more cost-effective or sustainable is not available. The pre-service programs
reviewed by this team appear to be more sustainable than the in-service programs because
of the significant recurrent costs associated with JHPIEGO-supported, in-service training.
It is unlikely, for instance, that the elaborate multi-tiered POGI supervision and support to
the NCTN would continue without donor support. However, the appropriate balance
between pre-service and in-service training is country-specific. Decisions on this balance
should evolve from the HRD&M analysis. 

2. Currently, JHPIEGO's needs assessments and country strategy documents make
the assumption that no service providers are competent unless they have demonstrated
competence according to defined standards. Since the only way to demonstrate this
competence is through training, this assumption probably over-estimates the number of
service providers who need to be trained and leads to only one path—training—for
becoming competent. If training is the only accepted path to competence, more cost-
efficient, equally effective routes to competence may be ignored. Examples of such routes
include:

• Strengthening supervision,

• Training only "key innovators" or "early adopters" who pass on skills to
colleagues through informal "on-the-job" training, and

• Providing supplies and equipment to service providers who are competent
but who lack materials.

3. JHPIEGO's Framework for Integrated Reproductive Health Training is a very
useful conceptual model. According to its definition, JHPIEGO has been effective in
capacity building. It has brought together the educational and health systems of countries
to prepare cadres of health care providers who can deliver standardized, high-quality
services. Service delivery and clinical training are guided—or are in the process of being
guided—by a set of up-to-date, nationally accepted service delivery guidelines, developed
collaboratively in many cases with AVSC International. However, JHPIEGO's definition
of capacity building stops short of developing the national, regional, or institutional
capacity to carry out JHPIEGO-like activities independently. That is, the definition stops
short of including programmatic sustainability, which would be the national, regional, or
institutional capacity and competence to undertake needs assessments, develop materials,



24

train trainers, and provide clinical training. Each of the three countries the team visited had
a long way to go before they reached that level. 

Although JHPIEGO has not used the term "institutionalization," it has
institutionalized—or is in the process of institutionalizing—service delivery standards and
training approaches and methodologies, and has occasionally transferred skills in curricula
and training materials development that can be used to improve pre-service training
beyond FP. JHPIEGO could promote further institutionalization by carefully developing
MOUs with each institution and by accelerating the development and use of advanced
trainers and master trainers in program countries. 

4. The sustainability of many efforts is questionable, particularly when one includes
finance in the definition of sustainability. The responsibility for this situation lies with both
JHPIEGO and USAID; the fourth cooperative agreement does not contain any language
on financial sustainability, scarcity of resources, efficiency, or economy that would have
implied that JHPIEGO should have been striving to design and implement financially
sustainable training programs.

By paying the staff salaries and office expenses—rent and utilities—of host-country
institutions, JHPIEGO has established bad precedents for financial sustainability,
particularly when those counterparts can not foresee an end to such support. This was the
case with the maternity hospital in Nepal and with POGI in Indonesia. Moreover, key
inputs in JHPIEGO's training, such as the Zoe model, are expensive. It is doubtful that
developing country institutions will be able to continue training using those models as they
were designed, when those institutions must purchase the models themselves. 

The sustainability of any program, in-service or pre-service, partially depends on the stage
of country development. JHPIEGO would be wise to explicitly link to sustainability
objectives in a given country with the stage of development of the FP program in that
country and with the stage of development of the main counterpart training institutions or
professional schools. The PRIME contract specifically states that "PRIME will provide
training interventions tailored to the stage of family planning or reproductive health
program development in a given country." 

In light of the current climate for international donor funding, it is unsafe to assume that
other donors will pick up JHPIEGO's inputs once JHPIEGO and USAID phase out of a
program.
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RECOMMENDATIONS

1. To build greater national, regional, and institutional capacity and institutionalization,
JHPIEGO should strive to build the capacity of countries, regions and institutions to
provide for clinical human resource development independent of outside technical
assistance. JHPIEGO should add this higher level of achievement to its benchmark
hierarchy.

2. To promote greater sustainability, the fifth cooperative agreement should deal explicitly
with JHPIEGO's operating in a resource-scarce environment. USAID is phasing down or
out in many countries, program countries are poor and have limited ability to support
recurrent costs, and the current donor climate does not guarantee that program costs can
be transferred once USAID and JHPIEGO withdraw from a program. To immediately
begin promoting the sustainability of its programs, JHPIEGO should consider the
following actions:

(1) Address the current lack of attention to financial sustainability by developing
consensus with USAID on the relative importance of financial sustainability in
programming and by developing a JHPIEGO philosophy on financial sustainability,
as well as indicators and benchmarks to measure it.

(2) Devote greater effort, using a systems approach, to country needs assessments to
identify gaps in the service delivery system and to identify the role of the clinical
provider in problems of quality. This assessment, including an HRD&M analysis
leading to a strategy for improving quality, should be the basis for all significant
levels of JHPIEGO work in a specific country.

(3) Plan, design, and operate with both programmatic and financial sustainability as
explicit objectives. JHPIEGO should also incorporate sustainability planning into
all its current agreements and should start off all new agreements with
programmatic and financial sustainability as explicit points of discussion.

(4) Avoid, to the greatest extent possible, picking up recurrent costs such as salaries,
rent, and utilities. JHPIEGO should immediately develop phase-out plans for such
subsidization with the relevant institution and with USAID's mission. JHPIEGO
should develop country strategies and specific JHPIEGO agreements (MOU) with
host-country institutions to clearly delineate the following:
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• The in-country costs of JHPIEGO's support to training systems and
programs such as salary supplements, travel and per diem, office expenses,
and models such as Zoe;

• The organization that will assume those costs when JHPIEGO ceases to
fund them; and

• A plan to reduce and transfer those costs.

(5) Use its creativity and ingenuity to develop technologies, materials, and models that
are state of the art in functionality, effectiveness, and affordability, such as a pelvic
model that could be locally produced in Kenya and that the Kenyan nursing
colleges could afford to purchase in sufficient numbers in the coming years.

(6) Accelerate the development and use of advanced trainers and master trainers to
create a sustainable training capacity. On a country-specific basis, JHPIEGO
should establish a balance between pre-service and in-service training, depending
on the country needs assessment. Based on the needs assessments, JHPIEGO
should consider service delivery issues such as quality, access, human resources,
urgency of provider problem, educational and training resources, stage of program
development, USAID's missions and host-country plans and priorities, and the
contributions of other CAs and donors.

(7) Work to change the policies of pre-service training institutions so they become
more involved in training and supervising clinical skills and provide the policy,
research, and monitoring needed to sustain quality service delivery in FP.
JHPIEGO should increase its pre-service training interventions in nursing and
midwifery schools in countries where those cadres provide most of the FP and RH
service to clients. JHPIEGO should also train more nurses and midwives as clinical
trainers, advanced trainers, and master trainers.

3. To ensure that JHPIEGO's interventions lead to improved provider performance,
JHPIEGO should devote greater attention to needs assessments and country strategies
and develop strategies that would accomplish the following:

• Relate provider performance to clinical quality;

• Identify clinical provider problems, such as lack of skills, motivation, or
supervision; and
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• Lay out a plan, in collaboration with other CAs, to address the clinical
human resource development and management problems.
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4. TRAINING APPROACH AND MATERIALS AND
INFORMATION TECHNOLOGIES

As part of its works to help achieve all four Results under SO 1, JHPIEGO's work in direct
training, training technologies, approaches and materials, and technical resources development is
directed toward the following two results:

• Enhanced capacity for public, private NGO, and community-based organizations
to design, implement, evaluate, and finance sustainable FP programs (PHN Result
1.3).

• New and improved technologies and approaches for FP programs
(PHN Result 1.1).

4.1 JHPIEGO's Training Strategy

Training is the focus in JHPIEGO's strategy. A recent description of its strategy places
"competency-based mastery learning" at the core of the strategy (see Appendix D). Another
description of JHPIEGO's strategy places "competent trainers and providers" as a strategic
output, "institutionalized network" and "quality training" as outcomes, and "sustainable network"
as an impact of JHPIEGO's programs (see logframe in Appendix D). This strategic emphasis on
training methodology, materials, and networks as the outcome and impact of the program ignores
other non-training factors that are important determinants of quality FP service.  These other
factors include policies, supervision and management, and adequate equipment and supplies.

In both pre-service and in-service training, JHPIEGO employs a three-part standardized training
strategy defined as: 

• Development and refinement of an effective training approach (i.e., competency-
based, mastery learning),

• Strengthening of national RH training systems, and

• Application of mastery learning to selected RH topics with emphasis on clinical FP
training of health professionals.

4.1.1 The Training Approach

JHPIEGO's training approach defines a competent clinician (e.g., physician, nurse, midwife, or
medical assistant) as one who is able to perform a clinical skill to a defined standard. CBT focuses
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on providing the specific skills one needs to become competent. JHPIEGO adds the concept of
mastery training, as outlined in "The Competency-based Approach to Training," in which trainees
demonstrate complete attainment or mastery of clinical skills in order to be certified in a clinical
procedure (Sullivan 1995).

JHPIEGO has achieved many successes in advancing this training approach during the fourth
cooperative agreement.

(1) Competency-based and Mastery Training.  CBT or mastery training has
become the standard for training in most of the countries in which JHPIEGO has had a
major presence, and has become the standard for many local and international training
agencies. In its 1996 "Annual Report," JHPIEGO cites examples of this standardized use.
In the Philippines and Uganda, JHPIEGO's curricula and materials have become the
official standard for training in FP for all pre-service institutions. In Kenya and the
Philippines, the CBT approach has been officially designated as the standard for classroom
presentations in all institutions. In Nepal, Brazil, Guatemala, and Turkey, JHPIEGO's
approach has been implemented in one or more pre-service institutions. For in-service
training for practicing health professionals, JHPIEGO's approach has become the official
standard for all training institutions in Indonesia and Bolivia and standardized trainers and
preceptors are officially designated to teach clinical FP in Bolivia, Brazil, Indonesia, and
Nepal.

(2) Training Packages.  Training packages including standardized, designed
curricula, focused materials for trainers and trainees, and supporting audiovisual materials
and practice models have been developed for all of the clinical FP methods. During the
fourth cooperative agreement, new training packages have been developed for
postabortion care, advanced clinical training skills, and contraceptive technology update.
JHPIEGO's approach to materials development has also been widely adopted in the
international RH training community.

However, although JHPIEGO promotes competency-based training, it often violates the key
elements of CBT in its application of the approach. CBT is intended to reduce the amount of
training needed to include only the essential skills an individual needs to perform safe and effective
clinical procedures. Yet, JHPIEGO's training is not individually paced and all trainees receive the
same training regardless of their initial level of competence. This practice occurs because trainees
are brought to off-site courses for a specific length of time and must stay for the course regardless
of when they reach competency.

4.1.2 National Systems

JHPIEGO's training strategy focuses on creating training systems that provide host countries the
capacity to train their own health-care personnel to deliver quality FP services. These training
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systems include competent trainers with standardized clinical and training skills, adequate training
materials and supplies, well-equipped clinical training sites, and standardized curricula officially
adopted by the training institutions. Most of USAID's missions that responded to the Office of
Population's survey reported that JHPIEGO was very responsive to their requests for new training
programs and other changes in its established program. Two missions reported, however, that
JHPIEGO had attempted to apply the same training approach that it had applied elsewhere and
was not willing to adapt the model to local conditions. JHPIEGO's training model requires well-
organized, managed training sites and logistical support; when these elements are not present, the
model does not fit well. One mission also noted that the standards and guidelines used in training
can not always be replicated in the field.

4.1.3 Application of Mastery Learning

JHPIEGO has applied its training model to a wide range of FP/RH topics. JHPIEGO has
developed standardized training packages that include reference manuals, training materials, and
slide sets for eleven RH/FP topics. Increasingly, JHPIEGO is being asked by USAID's missions
and other training agencies to expand the technical areas in which it conducts training and
prepares training packages. These new training areas include adolescent RH care, essential
maternal health care, cervical cancer care, and postabortion care. JHPIEGO has created country-
specific training materials including materials on management of genital tract infections for Ghana,
minilaparotomy for Nepal, and minilaparotomy and laparoscope for Uttar Pradesh, India.

4.2 Training Materials Development

JHPIEGO helps to improve the quality of training in two ways. JHPIEGO has (1) introduced the
CBT training approach and it has (2) developed training materials and training packages.
JHPIEGO's strategy is to produce high-quality, low-cost materials on topics in which it has
technical expertise and to avoid duplicating materials that have been developed by others.    

JHPIEGO has designed special training materials to focus clinical training on essential, "need-to-
know" information and to ensure that trainees develop necessary skills. A training package is
developed for each training area. Each of these training packages typically contains all the
materials needed to deliver the training, including audiovisual materials such as slide sets and
videos. To complement these training packages, additional manuals and monographs are
developed to address specific information needs. Examples of these packages include the
PocketGuide for Family Planning Service Providers, Service Delivery Guidelines for Family
Planning Service Programs, and the monograph How to Do a Pelvic Examination. All of the
packages may be used in both pre- and in-service training.

JHPIEGO has met or exceeded its targets for materials development during the fourth
cooperative agreement. Most of these targets were met by the end of 1995; in 1996 JHPIEGO
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concentrated on field-testing new materials, updating existing materials, and producing
translations of materials previously published in English. In addition, JHPIEGO has recently
created new materials in such topics as postabortion care services, essential maternal care, and
emergency contraception.

4.3 Quality of Materials

JHPIEGO judges the quality of its training packages on the following criteria:

• Comprehensiveness.  Materials cover all information a provider needs to provide
quality services.

• Simplicity of Structure.  Materials have easy to follow formats for instructors
and trainees.

• Trainer Usability.  Materials provide designed, field-tested syllabi and course
outlines for instructors.

• Low Cost.  JHPIEGO reports that written course materials cost $10 to $12 per
participant per course.

• Flexibility.  Materials can be modified to respond to local conditions.

JHPIEGO gets high marks from trainers and other training organizations in the field for the
quality of its training packages. The training materials are technically accurate and comprehensive,
providing sufficient, focused information needed to become competent in particular clinical skills.
Both trainers and trainees appreciate the structure and format of the materials. Although the team
observed a limited number of actual training courses, it was clear that the materials were being
used as they were intended and that trainers were following prescribed curricula. JHPIEGO's
standardization of training and training materials is a major contribution to training in RH.

JHPIEGO's materials have become the standard on which many CAs and other organizations base
their training. In Kenya, JHPIEGO has worked with Family Health International (FHI) and the
Centre for African Family Studies (CAFS) to transfer the capacity to create standardized training
packages. CAFS contracted directly for JHPIEGO's services in developing training materials. In
Nepal, the training materials produced by the Australian United Mission to Nepal on Dental and
Mental Health were based entirely on JHPIEGO's model.
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However, the evaluation team noted some problems with JHPIEGO's training materials:

• Reading levels are at about U.S. 11th to 12th grade. These levels may be too high
for trainees who speak English as a second language and who have less than a
secondary school education. 

• Materials are not available in sufficient number. JHPIEGO's policy is that each
trainee should have his or her own participant handbook. However, some schools
do not have enough materials to give each trainee a copy and trainees have to read
their materials in the library. 

• The Zoe anatomical model that is used to practice IUD insertion and other clinical
procedures is expensive—about $400 per model delivered—and has an anticipated
lifespan of only four to five years. Several training institutions had only one or two
models and were using them for faculty demonstrations only.

JHPIEGO belongs to an interagency group within USAID called the "Reproductive Health
Materials Working Group." This group, started in the 1980s, consists of all the CAs who do FP
training; it fosters cooperation on materials development and reduces duplication of effort.
According to its participants, JHPIEGO is playing a leadership role in the group and cooperation
has increased, especially in the last three years. JHPIEGO's training materials are routinely sent to
the other CAs for review and suggestions, and all new and updated training materials are written
according to the group's standards.

4.4 Electronic Information Technology Programs  

The SOW for this evaluation contains a number of questions that USAID agreed would not be
handled by the three-person evaluation team. Therefore, the following section presents only an
overview of JHPIEGO's electronic information technology programs. 

4.4.1 Objectives of the Programs

JHPIEGO is developing a series of computer-based information systems designed to combine its
competency-based training approaches with developments in telecommunications and computing.
This four-component program is called ReproSystem, and is being jointly developed by
JHPIEGO, the Johns Hopkins Applied Physics Laboratory, and Tulane University. The objectives
of these program components are to improve the quality of clinical training (ModCal), extend
quality obstetrical care to remote areas (MomCare), enable countries to plan their training of
health service providers more effectively (ProTrain), and provide up-to-date and low-cost training
materials via the Internet around the world (ReproLine). Following are the four components of
ReproSystem:



     8 USAID's Indonesia Mission strongly supports JHPIEGO's work to date in information
technology and sees real potential for its roll-out in Indonesia. See Appendix D for a "Strategic
Plan for Strengthening the Reproductive Health Training System" of Indonesia, presented at a
conference in Bali from October 13-15, 1995.
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• ModCal, a modified, computer-assisted learning system available on CD-ROM.
ModCal modules are designed to be used in conjunction with clinical practice to
provide self-paced, minimum-guidance training.

• MomCare, a telemedicine system designed to provide consultation from referral-
level facilities to peripheral hospitals and remote health centers on obstetrical care.
The system provides simultaneous voice, video, still picture, data, and writing
capability.

• ProTrain, a software model designed to allow policy makers and managers to
predict the number of trained FP providers required to meet program objectives
and to identify the estimated number of trained providers available.

• ReproLine, an on-line or CD-ROM-based service providing regularly updated
information on selected RH topics, including FP.

For detailed information, see Appendix F which contains the article, "Using the Internet to
Improve Reproductive Health Training" from Globalizing Access to Reproductive Health
Information (McIntosh 1997).

4.4.2 The Present Status of the Program Components

At present, all of the ReproSystem program components are in the developmental stage. Most of
the components can be viewed only at JHPIEGO's Baltimore office. ReproLine and ProTrain can
be viewed in JHPIEGO's Indonesia office, but they are not yet operational or available to users
beyond JHPIEGO's staff.8 ModCal has been given a pilot test in Zimbabwe, in which 38
participants (midwifery students, tutors, and practicing nurses) completed a five-module
prototype. The results of this test showed that scores on pre and postest knowledge assessments
increased significantly for trainees who used the ModCal IUD program. In its report on this field
test, JHPIEGO concluded that the use of computer-assisted learning was feasible in Africa. No
independent assessment of the feasibility and cost-effectiveness of this technology has been
conducted.

JHPIEGO's data on these programs (See Appendix G) indicates that JHPIEGO has spent
$850,000 on the development of these programs and estimates sending another $673,000 to
complete the development phase—not including the costs of the Futures Group, with whom
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ProTrain was jointly developed. JHPIEGO estimates that its annual recurrent Baltimore-based
costs to refine, update, and maintain the programs will total $743,000. JHPIEGO projects
additional costs to set up these programs; these costs do not include hardware (computers,
printers, and air conditioners) for those institutions wishing to use the programs. JHPIEGO
projects that the per country cost to set up the program will range from $50,000 for ProTrain to
$143,000 for ModCal. 

The host-country costs for setting up and maintaining the program are additional. In its "Strategic
Plan for Strengthening the Reproductive Health Training System," JHPIEGO estimated that the
initial setup of a "computer learning center unit" would be comprised of a room with four to six
computer stations, including CD-ROM drives and headphones, one laser jet printer, a 32 inch
VCR/monitor, an Internet connection accessible by all computer stations, and appropriate
furniture. JHPIEGO further estimated that, depending on the size and needs of the institution, one
to five such units would be needed. A MomCare workstation would be highly movable and would
include a hardware and software package, an appropriately designed roller cart for easy transport
around the outpatient clinic, and telephone access in all the locations where it would be used.
These start-up costs would vary from country to country depending on the number of sites; the
cost of hardware, software, and furniture; and the extent and quality of the infrastructure and
facilities available. There would also be recurrent costs; for ProTrain, JHPIEGO estimates a cost
of $9,900 annually per country, principally for salaries and benefits.

4.4.3 The Quality of JHPIEGO's Information Technology Programs 

The evaluation team did not assess the technical quality of the ReproSystem programs. The team
did, however, note two problems that should be investigated further.

(1) The ProTrain model in Indonesia has a built-in assumption that any provider who
has not been trained in JHPIEGO's network is an incompetent provider, requiring further
training. This assumption vastly overstates the need for training because many providers
may be competent to provide services as a result of training received from other
organizations or informal training from competent colleagues. In its comments on the
draft version of this report, JHPIEGO notes that data should be gathered from the records
of the group or organization doing the training: "If the records show that the MOH,
AVSC International, Program for International Training in Health (INTRAH), or any
other training organization considered an individual competent at the end of training, s/he
is included in the pool of competent trainers by ProTrain."

(2) The telemedicine program MomCare may be too costly in its present form. As
cited in the 1997 "Future Directions for JHPIEGO," telemedicine experts at the University
of New Mexico and the University of Washington stated that, in their experience, less
costly telecommunications media such as the telephone provided the same results as
computer-based systems (Bergthold 1997).
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4.4.4 Developments in the Information Technology Environment

The world of information technology is changing rapidly. Although many of the countries in
which JHPIEGO works do not currently have easy and inexpensive access to the Internet and
computer hardware, most soon will. According to recent newspaper accounts, new satellite
systems will soon link virtually all countries to the Internet. Also, many organizations and
governments are currently setting up on-line services to provide health-care providers with
information and training.  

Conclusions

1. JHPIEGO has met and exceeded its obligations under the fourth cooperative
agreement to produce training packages for a wide variety of FP and RH applications. The
quality of these packages is very high and has established the standard for materials
development for the many organizations that have adopted them. JHPIEGO has
effectively worked with other CAs to coordinate materials and avoid duplication.

2. JHPIEGO should consider further evaluating some of its materials and models. No
evaluation of the use of JHPIEGO's written materials has been conducted to determine the
appropriateness of reading levels of the materials, the availability of the materials, and the
extent to which these materials are used as reference after training. Furthermore, no
evaluation has been conducted on the cost-effectiveness of the Zoe model, its availability
for trainee practice of clinical procedures, and its durability under field conditions.

3. USAID needs more information on the quality and costs of JHPIEGO's electronic
information systems compared to other developments in the field before it can commit to
providing substantial additional funds to their development and rollout. USAID should
analyze this information with attention to the following issues:

• Absolute costs—for further development and in-country setup and
operation—are high.

• As noted in the following section on quality, most of the clinical service
delivery problems are related to lack of simple skills and to attitudinal
problems. It should be determined if technology is the most efficient or
effective solution to those problems.

• FP services are delivered primarily by nurses and midwives. One wonders
whether professional schools for these cadres could afford computer-based
knowledge programs when nursing schools in Kenya, for example, are
concerned about the cost of basic training materials, such as the Zoe
model.



37

RECOMMENDATIONS

1. JHPIEGO should evaluate the extent to which written training materials are available
and properly used. This evaluation should also include any barriers—such as reading
levels—to effective use by trainees with different educational backgrounds. JHPIEGO
should evaluate the cost-effectiveness, durability, and sustainability of the Zoe model.
JHPIEGO should also work on developing models that can be inexpensively and locally
produced.

2. USAID should evaluate the technical quality of JHPIEGO's electronic information
programs. An evaluation of technical quality was contemplated for this evaluation; an
additional evaluation should include an analysis of these programs—with regard to
overlap, redundancy, and costs—in relation to other electronic programs being developed
or implemented by other CAs, donors, and foundations working in the health sector.
JHPIEGO should:

• Delay developing any new computer-assisted modules until the results of
this analysis are available,

• Examine the assumptions underlying the ProTrain program to determine
whether the program accurately estimates training needs,

• Continually monitor developments in the information technology field to
take advantage of cheaper and more effective ways to deliver training
information, and

• Implement information technology programs only when they can be shown
to be effective and financially sustainable.
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5. MAXIMIZING ACCESS AND QUALITY OF CARE

JHPIEGO contributes to PHN Result 1.4: "Increased access to, quality of, cost-effectiveness of,
and motivation for the use of FP, breastfeeding, and selected RH information and services." 

5.1  JHPIEGO's Definition of Quality

JHPIEGO defines a quality FP program as one in which the following conditions apply:

• Care is personalized;

• Clients are treated with dignity;

• Privacy is maintained;

• Clients do not wait long to be served;

• Service providers inform clients about all methods available;

• Service delivery points are clean and client flow is well organized;

• Service delivery points provide services at least during normal working hours and,
where possible, attempt to meet the special needs of their client population;

• An adequate supply of contraceptives and consumable supplies are maintained;
and

• Supervision is dynamic, working with staff to solve problems.

Furthermore, in a quality FP program, staff should exhibit the following attributes:

• Care, sensitivity, and thoroughness in informing the client about the method
chosen;

• Knowledge, attitudes, and skills for providing FP services;

• Knowledge of and ability to recognize real or potential problems;
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• Capacity to take appropriate clinical action in response to problems, including
knowing when and where to refer clients with serious problems; and

• Good clinical judgment.

JHPIEGO's definition of quality describes the desired process of delivery of quality services.
JHPIEGO states that "Providing quality services involves the establishment of measurable
standards by which quality can be assessed." When the definition of quality is limited to one that
describes process, the measurement of quality is likely to reflect this limited definition and be
restricted to measurement tools such as the standardized supervision guide and observation
checklist. JHPIEGO's definition of quality lacks the intended clinical outcomes (e.g.,
improvements) of quality service:

• Complication rates,

• Continuation rates,

• Acceptor rates (especially for specified targeted populations),

• Balance of method mix,

• Client satisfaction, and

• Failure rates and achievement of clients' reproductive goals.

Although a good process is certainly correlated with the above clinical outcomes, it is not
sufficient to guarantee them. 

5.2 Impact on Quality

5.2.1 Reproductive Health and Family Planning Service Guidelines

One of JHPIEGO's major strategies for improving quality of care has been to introduce country-
specific standards through RH/FP service delivery guidelines. These guidelines address what
services will be offered, who will receive them, who will provide them, and at what level of
quality they will be delivered. The guidelines include technical specifications for service delivery
and can, therefore, be used as a foundation for pre-service and in-service curricula development
and for service delivery. The guidelines are intended to influence service providers to modify their
practice patterns to comply with guidelines and standards. JHPIEGO's development of these
guidelines has been cited by many USAID missions as a significant contribution to availability and
quality of training, and service delivery in their respective countries. 
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Under the third and fourth cooperative agreements, JHPIEGO has assisted in developing RH/FP
service delivery guidelines for 21 countries, often in collaboration with AVSC International.
JHPIEGO has developed a benchmarking system for the development of national service
guidelines:

• Level 1.  Host-country officials are sensitized on the need for revising guidelines,
knowledge is updated, and consensus reached.

• Level 2.  Host-country advisory groups are formed, draft guidelines are produced,
medical barriers are addressed, and guidelines are externally reviewed.

• Level 3.  Documents are published.

• Level 4.  Documents are officially endorsed by policy makers. 

• Level 5.  National RH/FP service guidelines are adopted.

• Level 6.  National RH/FP service guidelines are disseminated.

The benchmark achieved by each country is tracked. For example, Uganda is at Level 1; Senegal
at Level 3; and Indonesia has disseminated its guidelines. About two-thirds of the 21 countries
have reached Level 4 or higher.

Compliance with Standards

In 1996, the Lewin Group prepared a review of the literature concerning compliance by service
providers with service guidelines. This review resulted in the following findings: 

(1) Compliance is more likely if the guidelines are brief;

(2) Compliance increases as involvement in the development of the guidelines
increases; and

(3) The use of guidelines as the only information source is not sufficient to change
provider behavior, but in combination with other sources, guidelines may produce
behavior change.

Using these findings as the basis for assessment, one can make the following observations
concerning the likelihood of the RH/FP guidelines improving quality of services:

(1) The amount of detail included in the guidelines varies from country to country. In
Kenya, the guidelines are quite brief. In Nepal, the guidelines are long and are
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written at a level of detail required for training, but not at a level required for
policy. 

(2) Comments on the processes for developing RH/FP service delivery guidelines have
been mixed. USAID's missions have described JHPIEGO's approach as "collaborative and
communicative in style," and "an effective, inclusive approach, i.e., multisector working
groups." Missions have further reported that the policy makers, who in some cases were
initially unaware of the necessity for guidelines and reluctant to develop them, were
eventually very supportive and proud of their roles in the development of the guidelines.
However, criticism has been leveled by other CAs that the guidelines (1) at times been too
uniform from county to country, reflecting a "cookie-cutter" approach; (2) sometimes
developed too rapidly (within a couple of months) for full ownership by host countries to
occur; and (3) have utilized too much of a "top down" and not enough of a "bottom up"
approach.

(3) No established strategies for determining the degree of compliance to the RH/FP
guidelines exist. Therefore, their impact cannot be determined.

While JHPIEGO's benchmark system follows the development, approval, and distribution of the
RH/FP service delivery guidelines, no systematic approach to monitoring and increasing
compliance to guidelines has yet been developed. Such an approach should answer the following
questions: 

• Who will monitor compliance? 

• Which aspects of compliance are most important?

• How will compliance be monitored in a feasible and affordable manner (e.g., exit
interviews, site visits, service statistics, focus groups, acceptor levels for
underserved groups, sampling for failure rates and continuation rates, etc.)?

• Who will be responsible for developing strategies to increase compliance?

Another way in which the RH/FP guidelines vary from country to country is the range of RH
services that they address. In Kenya, the guidelines focus almost exclusively on FP, whereas in
Peru, the guidelines also address maternal and child health, infection prevention, STDs, and
adolescent health.

5.2.2 The Impact of Training on Quality

The range of methods in JHPIEGO's training curricula and in its contraceptive technology updates
(CTUs) has varied somewhat from country to country. In Indonesia, the CTU training courses, 
which represented a significant portion of the recent clinical training, were limited to courses on
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Norplant implants and IUD methods. In Russia, the mission requested that breastfeeding and
lactational amenorrhea method (LAM) be included in the training offered. Breastfeeding and
LAM were introduced by MotherCare in two of six demonstration sites, and were positively
received. In Nepal, JHPIEGO took the lead in developing the Comprehensive Family Planning
Course for health post workers. Appropriately, the trend has been for JHPIEGO to increase the
comprehensiveness of its curricula and CTUs.

JHPIEGO's training is almost universally described as being of high quality.  The impact of its
training on the quality of services is less recognized. According to JHPIEGO, the effect of
training on quality cannot be assessed in isolation from other elements of a RH/FP program, such
as service delivery, IEC, research, and logistics. Partly because of such thinking, JHPIEGO has
been criticized by other CAs and by USAID's missions for failing to adequately follow-up on
training at service points to assess its impact and to revise the training to improve service delivery.

JHPIEGO has led the training in infection prevention (IP) for RH/FP services. It has organized a
global IP course and regional courses. It has also included IP in every country strategy and has
made IP an essential element in the RH/FP training programs for in-service and pre-service
providers. In spite of these extensive efforts, there has been no documentation of a decrease in
morbidity as a result of changes in IP practices. The only type of study of the effect of IP training
that has been done is a Level 3 evaluation. This evaluation involves observing service delivery
after training to assess the extent to which IP practices are being used. The IP standards, as taught
by JHPIEGO, are a recognized ideal. The degree to which clinical outcomes are affected by
deviation from this ideal, and the areas where compliance are most important, are not known. For
example, in the case of IUD insertion, it is difficult to determine how much reduction in pelvic
infection is actually achieved as a result of the adoption of JHPIEGO's IP standards. Without this
information, the extent to which quality is improved and the cost benefit of IP training cannot be
assessed.  

In developing guidelines and improving training approaches and materials, JHPIEGO has
established the necessary foundations for improving quality of care. Given the status of policies,
training, and materials when this cooperative agreement started, JHPIEGO's emphasis on quality
seems appropriate and strategic.

5.3.2 The Cadre of Participants

As reported in JHPIEGO's 1996 "Annual Report," during that year approximately four times as
many physicians as nurses and midwives participated in JHPIEGO's courses in training skills.
However, the proportion of participants in cadres lower than nurses and midwives comprised
almost half that of the number of physicians trained. In the case of service provider training, the
proportion of physicians trained was more than five times that of both nurses and midwives and of
cadres lower than nurses. FP services actually are delivered primarily by nonphysicians.
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5.3 Impact on Access

5.3.1 Men's Access to Family Planning Services

JHPIEGO's only specific activity to increase access for men to FP services has involved its non-
scalpel vasectomy training in Kenya and Nepal. Increasing access for men has not been a focus for
JHPIEGO since the organization does not view this as primarily a training issue.

5.3.2 Adolescents

JHPIEGO has been involved in a major initiative in Bahia State, Brazil, to strengthen adolescent
reproductive health (ARH) policy, training, and services. One of JHPIEGO's major efforts has
been the development of a course in ARH for service providers. The course addresses the
attitudes of clinicians toward adolescents and the unique needs of adolescents. No new clinical
skills, per se, are taught in the ARH course. JHPIEGO has also helped establish links between
schools that adolescents attend and service delivery points where adolescents could receive
services.

5.3.3 Postabortion

JHPIEGO is piloting a postabortion care (PAC) course in Nepal. This course trains providers in
the newly introduced use of manual vacuum aspiration under local anesthesia in an outpatient
setting, as an alternative to sharp curettage under general anesthesia in an inpatient setting.
Although JHPIEGO states no expectations for decreasing morbidity or mortality with this
approach to PAC, it does anticipate dramatically reducing the length of hospital stays and
significantly increasing access to FP because of this channeling of services to the outpatient
settings. Preliminary results from Nepal support these expectations. As yet, postabortion IUD
insertion is not an integral part of this training. 

5.3.4 Postpartum

Unlike its comprehensive approach to postabortion care, JHPIEGO has approached  postpartum
FP in a narrower context. For example, in the PocketGuide for Family Planning Service
Providers (JHPIEGO 1996), the methods that should be offered to postpartum women are
described, but the method for providing those services is not addressed. The role of services such
as prenatal counseling, postpartum counseling and services, and the unique opportunities and
responsibilities associated with organizing services in a postpartum setting are not addressed in
the pocketguide. Furthermore, JHPIEGO's efforts to address training for postpartum IUD
insertion have been minimal.
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Conclusions

1. JHPIEGO's definition of quality assumes that following a good process of
providing services is sufficient to ensure the achievement of positive clinical outcomes
such as decreased complication rates and increased continuation rates. In fact, factors
other than the process of providing services can affect clinical outcomes. Only when
indicators for clinical outcomes are defined and then measured can performance targets be
established and strategies for improvement developed. Any strategy for improving services
would include training, an area in which JHPIEGO would have the most direct influence. 

2. In view of the Cairo mandate, comprehensive guidelines addressing RH more
broadly than FP (e.g., essential maternal health care) are desirable. The guidelines should
be brief and host-country nationals should be involved in their development as much as
possible. RH/FP service guidelines are likely to be a significant contribution to quality,
especially if they are used as the basis for developing training curricula. The effectiveness
of these guidelines in changing practice patterns is less clear. JHPIEGO's introduction of
the concept of standards could be an excellent foundation for introducing the follow-on
concept of quality assurance.

3. The impact of JHPIEGO's training on the quality of services is not routinely
assessed. JHPIEGO is certainly justified in stating that training is not the only factor that
affects quality of clinical services. Therefore, the organization should not be held
accountable to USAID for service quality. This does not mean, however, that JHPIEGO
should not routinely assess quality of services and attempt to determine the impact of its
training programs on quality, with a view to improving the quality and the cost-
effectiveness of training. 

4. Although there has been a decrease in the proportion of physicians—as compared
to nonphysicians—trained in service provision and in training skills, physicians continue to
be significantly overepresented, given the extent to which they directly provide services as
compared to nonphysicians. The quality of services could be more dramatically affected by
further focusing JHPIEGO's training efforts toward nonphysicians.

5. Adolescent reproductive health (ARH)—although an important access issue—is
not primarily an issue that is properly addressed through training, although training may be
a part of the strategy. Policy development, advocacy, referral systems development, and
increased provider sensitivity to ARH should be the central parts of any strategy aimed at
improving access to services for adolescents.

6. JHPIEGO is using advocacy, in combination with training, to change the way
postabortion services are offered. It is an exciting approach and one that is likely to
significantly improve access to FP services for postabortion clients. 
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7. JHPIEGO is missing opportunities to increase access for postpartum clients
because of its lack of attention to the need for and strategy to improve the way services
are offered to postpartum women.
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RECOMMENDATIONS

1. JHPIEGO should expand its definition of quality of services to go beyond a definition
that is limited to the process of providing services, to one that includes clinical outcomes,
such as continuation rates, complication rates, client satisfaction, and acceptor rates
(especially for targeted groups). This expanded definition would lead to more strategic
plans for improvement to include, but not limited to, training interventions. 

2. JHPIEGO should utilize policy and advocacy as strategically as possible, in
combination with training, to increase access to services for postpartum and adolescent
clients. Training for postpartum and postabortion IUD insertion should be considered. In
the case of adolescents, any training should be limited to brief sensitivity raising
workshops; policy and advocacy would play the larger role.

3. JHPIEGO should take the next steps in providing leadership in quality of care issues.
JHPIEGO should routinely assess the impact of training on service. It should also work in
collaboration with projects such as the Quality Assurance Project to develop feasible
strategies to monitor compliance with RH/FP service delivery guidelines in key service
areas. Where JHPIEGO notes failure to comply with standards, it should develop
strategies to increase compliance.

4. With regard to cadres and clients, JHPIEGO should continue to increase the
proportion of its interventions directed toward nonphysicians as opposed to physicians.
As it is beginning to do with postabortion clients, JHPIEGO should utilize policy and
advocacy as strategically as possible, in combination with training, to increase access to
services for postpartum and adolescent clients. JHPIEGO should consider providing
training for postpartum and postabortion IUD insertion.





     9 JHPIEGO shared examples of the system. The team was not able to review the complete
system of benchmarks for all indicators.
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6. MONITORING AND EVALUATION

6.1 JHPIEGO's Monitoring System

JHPIEGO's monitoring of program accomplishments has improved considerably during the fourth
cooperative agreement. JHPIEGO's monitoring efforts have moved from paper files to a
computer-based, network system—the Automated Program Monitoring System (APMS). This
monitoring system is decentralized; regional offices now enter data directly and have direct access
to that data. APMS has added a systems perspective with benchmarks that can map a variety of
outcome perspectives (USAID's Results Framework and the monitoring system of other donor
systems) to the input-based system and the older, activity-based system. JHPIEGO reports that
the monitoring system can track the trainer development pathway of individual trainers and the
competencies of trainers through knowledge assessments and assessments of training skills using
checklists. The system does not, however, track the training of service providers, nor does it
monitor the learning of and changes in job-related skills of service providers.

6.1.1 The System's Contribution to USAID's Results Framework

JHPIEGO's APMS system has been redesigned to be consistent with USAID's Results
Framework. The system's purpose is to provide useful, timely information to USAID and
JHPIEGO's managers on the indicators of results in the fourth cooperative agreement, cross-
referenced with the PHN Results. In theory, the APMS would produce a report to USAID on the
nine indicators in the cooperative agreement, as well as on activity-level indicators requested by
USAID on a quarterly or biannual basis. In reality, over a year passed between finalization of
JHPIEGO's most recent portfolio review, which was shared with the team at the end of this
evaluation, and the previous review. This portfolio review lists activities, such as workshops,
technical assistance visits, and meetings, under the heading of a PHN Result. In terms of USAID's
Evaluation Project Framework, these are all at the process level. 

Potentially more useful in assessing JHPIEGO's contribution to USAID's Results Framework is
JHPIEGO's system of programmatic milestones—benchmarks—for each indicator in the
cooperative agreement.9 These benchmarks would take JHPIEGO's contributions beyond the
activity level (e.g., a workshop or meeting) to the level of outputs and institutionalization of
standards or practices. JHPIEGO presented data ("selected cooperative agreement
commitments") related to three of PHN's four Intermediate Results in the latest portfolio review.
Those results were as follows:
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• Result 1.1: "New and improved technologies and approaches for FP programs;"

• Result 1.2: "Improved policy environment and increased global resources for
family planning programs;" and

• Result 1.3: "Enhanced capacity for public, private NGO, and community-based
organizations to design, implement, evaluate, and finance sustainable FP
programs."  

JHPIEGO's work on the indicators for Result 1.4: "Increased access to, quality of, cost-
effectiveness of, and motivation for the use of FP, breastfeeding, and selected RH information and
services" does not appear to be developed to the same level as that of the other three results.
JHPIEGO notes that contributions to PHN Result 1.2 and Result 1.3 also contribute to Result
1.4; however, the only standard indicator relating to increased access or quality is one on medical
barriers. There are no indicators to measure increased access as a result of the number of
providers being trained, or improved quality as a result of improved provider competence.

6.1.2 Usefulness for Management Decision Making

The APMS system was designed primarily to track JHPIEGO's training events. Increasingly,
however, JHPIEGO's field offices are contributing to training systems through long-term
consultation and technical assistance activities, which are not tracked through the system. 
JHPIEGO's field-based staff reported that the APMS underestimates activities such as technical
assistance and meetings that contribute directly to JHPIEGO's results. This limits the usefulness of
the system for monitoring and decision making. Another weakness of the system is that it does
not adequately link costs with levels of effort or results. This also limits the usefulness of the
system for management decision making. Finally, the system does not adequately track trainers
and service providers that were not directly trained by JHPIEGO. Therefore, it is not possible to
determine how many service providers are trained by JHPIEGO's training networks. The system
also does not track the competency of the service providers trained and whether these providers
are conducting the clinical procedures for which they were trained.

6.2 JHPIEGO's Research and Evaluation Programs

JHPIEGO has developed and institutionalized a training evaluation system based on Kirkpatrick's
four-level model (Kirkpatrick 1994) of training evaluation:

(1) Participant Reaction (Level 1) data are routinely collected during and after
JHPIEGO's training events.
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(2) Participant Learning (Level 2) is evaluated by trainers using standardized
assessment tools, including tests of knowledge and observation of trainee skills using
standardized checklists. Again, this evaluation is done only on trainees trained directly by
JHPIEGO and does not get to the service delivery level.

(3) On-the-job Application (Level 3) following training is evaluated on an as-needed
basis, generally through observation of trainee performance using performance checklists.

(4) Outcome of Training (Level 4) evaluations are rarely done because they are
expensive and require rather sophisticated evaluation designs to identify the impact of
training on program outcomes.

JHPIEGO has conducted evaluation studies on the results of training in five countries: Ghana,
Kenya, Philippines, Zimbabwe, and Nepal. Most of these studies are Level 1 and Level 2
evaluations that show levels of trainee satisfaction with training and levels of learning at the end of
training.

JHPIEGO's 1990 report on the evaluation of the minilaparotomy training in Kenya for 18 medical
officer and nurse teams (Bhatia 1990) included a Level 3 evaluation of the impact of training on
the performance of the trainees approximately six months after training. This follow-up of training
impact was based on on-site observations and interviews with trainees and their supervisors. In
this follow-up evaluation, trainees reported satisfaction with the training and stated that the
training had improved their clinical skills. Although JHPIEGO's report concludes that the training
"assisted medical officers in improving their performance," the data show several problems. Of the
18 trainees, 12 were actually observed performing minilaparotomy procedures; 7 of the 12 (58
percent) were rated as "good" or "very good" in their physical examinations, preoperative
assessments, and in their surgical skills. The inability of some medical officers to perform well was
primarily because of their poor techniques in manipulating the uterus to visualize, identify, and lift
the tubes. The procedure therefore, took between 45 to 60 minutes and caused excessive client
discomfort. No data were provided on the level of these trainees' skills before training. The report
further states that of the 18 hospitals in which the trainees operated, only 7 had adequate
operating room facilities. Although this study was conducted in 1990, it shows the importance of
evaluating trainee performance to correct problems that occur when training is transferred to the
job.

A 1993 follow-up of the same trainees showed other serious problems (Lacoste 1993). In the
three years since their minilaparotomy training, only 9 of the 41 (21 percent) physicians
interviewed had been in facilities and job positions that enabled them to perform the services for
which they had been trained. When asked about constraints to the provision of minilaparotomy
services in their facilities they reported, "not being in a job position to regularly perform the
procedure, insufficient supplies, and lack of clients." The recommendations for dealing with these
problems included several ways that training could be strengthened and work could be done to
ensure that trainees are provided the opportunity and materials needed to perform the services for
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which they are trained. This evaluation epitomizes how important non-training issues are to
provider performance and why JHPIEGO's strategies should identify all critical HRM issues, such
as deployment in Kenya.

USAID/Indonesia is planning to conduct an evaluation this year that will link training to job
performance and quality of service (Levels 3 and Level 4) to determine the impact of JHPIEGO's
curricula and training on provider behavior and quality of client care. The evaluation questions to
be addressed are as follows:

• Do the doctors and midwives who received training follow the standards they
were taught when they return to their practice?

• Are the clients of trained providers better informed, more knowledgeable, and
more satisfied? Do these clients suffer less trauma and have fewer complications
and side effects?

USAID/Indonesia's evaluation study will also seek to identify the factors other than training that
may affect provider behavior and client outcome. These factors include lack of supplies and
equipment for sterilizing instruments, length of training, and number of trainees trained per
course.

Conclusions

1. JHPIEGO's system of programmatic milestones—benchmarks—is interesting and
makes a valuable contribution to USAID's and CA's attempts to establish indicators for
institutionalization and sustainability. Routine reporting on those benchmarks would
enable USAID to more fully assess JHPIEGO's contribution to each indicator in the
cooperative agreement. Further work on linking JHPIEGO's interventions with PHN
Result 1.4: "access, quality, cost-effectiveness of, and motivation for..." is warranted. As
noted in the conclusions and recommendations in the previous section, JHPIEGO should
develop feasible strategies to monitor priority aspects of service to measure the impact of
training on service delivery.

2. JHPIEGO has strengthened its monitoring capability considerably, but it is not yet
capable of monitoring costs at an activity level. This lack of capability limits JHPIEGO's
ability to monitor and manage efficiency.
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RECOMMENDATIONS

1. JHPIEGO should develop indicators and benchmarks for quality, supporting PHN's
Result 1.4. These indicators and benchmarks should be complemented by a research and
evaluation program that will address the following questions:

• Does JHPIEGO's training approach produce results in improved quality of
provider service and quality of care for clients?

• What is the evidence that compliance with JHPIEGO's guidelines has resulted in
quality of service outcomes?

• What are the minimum standards that must be followed to provide quality care?

2. JHPIEGO should develop the capability to monitor efficiency in its program activities,
by tracking costs at an activity level.
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7. ORGANIZATIONAL AND MANAGEMENT STRUCTURE

7.1 Structure and Staffing

7.1.1 Congruence with Mission/Mandate and Strategies

JHPIEGO's Mission/Mandate

In theory, an organization's structure should be congruent with its organizational strategy; the
strategy is elaborated to achieve the organization's mission or mandate. Therefore, to discuss the
questions in this evaluation about the effectiveness and efficiency of JHPIEGO's organizational
and management structure, there must be an understanding of JHPIEGO's mandate and strategies.
In its 1996 "Annual Report," JHPIEGO writes that the five strategic objectives (See Section
1.1.2) of its cooperative agreement with USAID "define" its mission.

When asked about the advantages and disadvantages of expanding JHPIEGO's mandate—
specifically in terms of including the front-line providers currently targeted by PRIME—USAID's
missions responded affirmatively. Of the 10 missions and regional offices that responded to this
question, 8 responded that one CA could handle all clinical training in-country. They cited several
reasons for this response. First, these missions and regional offices are short staffed, and having
fewer CAs with broader mandates lessens their management burden. Second, as one mission put
it, "It is somewhat of an artificial gap to separate family planning training between the two CAs."
The missions show a clear trend toward recruiting fewer CAs to work more broadly.
USAID/Jakarta is reducing its number of CAs from 25 to 12. In Bangladesh's newly designed
bilateral program, the amount of CAs has been reduced from 20 to 7, with limited additional field
support from several CAs or projects.

Without any formal broadening from G/PHN/POP of JHPIEGO's mandate at the country and
regional levels, such broadening of mandates has occurred. In numerous countries, JHPIEGO is
responsible for doing more than simply the clinical training of higher level cadres. JHPIEGO has
assumed these broader responsibilities in response to both mission requests and local realities and
needs. For example, the REDSO/WA has four CAs implementing the FHA/WCA; JHPIEGO is
responsible for all training, including management training. Through the Regional Economic
Support Office/East Africa (REDSO/EA), JHPIEGO is assisting in the institutional development
of CAFS; JHPIEGO is directly providing technical assistance in training and is supporting
management development through a subcontract to a local commercial firm. In Nepal, in
collaboration with other CAs, JHPIEGO is working on the MOH's policies on personnel
deployment.



     10 JHPIEGO tries to be responsive in this manner. Most missions stated that JHPIEGO was very
responsive to local realities and mission requests. However, several missions described JHPIEGO
as being inflexible and dogmatic.
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JHPIEGO Strategies

Following are JHPIEGO's organizational strategies. Some of these strategies have been explicated
(the first two of the following strategies), others are deduced from examining how JHPIEGO
works.

• Development and refinement of an effective training approach (i.e., competence-
based, mastery learning) that strengthens national RH training systems.

• Application of mastery learning to selected RH topics with emphasis on clinical FP
training of health professionals.

• Baltimore-based direction and management.

• Broad project involvement. In the program year 1996, JHPIEGO had 49 in-
country and regional projects and 5 global projects, ranging from very small
projects—expenditures of $4,317 for a regional project in Latin America—to very
large projects—expenditures of $1,355,408 in Indonesia.

• Responsiveness to local conditions and opportunities.10

7.1.2 Current Structure and Staffing

JHPIEGO has 103 Baltimore-based staff, plus host-country staff in field offices in Kenya (five
full-time positions), Nepal (six full-time positions, two of which are currently vacant), Indonesia
(six and a half full-time positions plus five part-time M.D. positions,) and REDSO/WA.
Additionally, JHPIEGO has representatives in Turkey, Uganda, and the Philippines. (See
Appendix H for the current organizational chart.) In the near future, JHPIEGO will make the
following changes to this structure: 

• The information technology office (ITO) will disappear and the South Asia and
Southeast Asia offices will merge.

• The position of vice president for programming will be deleted with the closure of
the ITO.



     11 JHPIEGO described Learnware as an "information technology company registered in the
State of Maryland as a limited liability company ... it is in negotiation with Johns Hopkins
University which could be of substantial benefit to JHPIEGO. This company is prepared to offer
JHPIEGO an equity interest in the company and/or a royalty payment in exchange for assignment
of copyright to JHPIEGO's information technology products." (From a memo dated May 5, 1997,
from Dr. Robert Johnson, Executive Director of JHPIEGO, to Estelle Quain, G/PHN/POP.)
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• Any ambiguity that the vice president position may have entailed relative to the
positions of the president and executive director will cease.

• Eleven personnel will leave JHPIEGO with the closure of ITO and with the spin-
off of Learnware in September and October of 1997.11 See the current
organizational chart in Appendix H.

Recently, JHPIEGO created what it refers to as decentralized regional offices, or Baltimore-based
units with limited authority. According to JHPIEGO's senior management, decentralization
"means that decision making is more widely shared than previously." Senior management states
that anything within the workplan—previously approved by the management group—can be
handled by the regional office; any new programmatic or financial decision making goes to the
management group. 

As indicated, JHPIEGO has field offices in three countries and representatives in four other
countries. The field offices, which express appreciation for the strong support Baltimore gives
them, admit to having limited authority. These field offices report that decisions on the support
Baltimore will give them (e.g., choice of consultants and amount Baltimore charges to their
budgets) are made in Baltimore; the field offices have input into and information on only the field-
based costs for their countries. In FY 97, such field-based costs represented 17 percent of costs in
Nepal and 39 percent of costs in Kenya. JHPIEGO's Baltimore office reports a more
consensus-oriented, decision-making process.

The SOW for this evaluation called for an assessment of the efficiency of JHPIEGO's
organizational structure. Such an assessment is impossible to perform because it requires
comparing the unit costs of activities, and JHPIEGO does not have cost data at the activity level.
JHPIEGO, appropriately, would like to know with whom it should compare its unit costs (e.g.,
for a ten-day training event) when it does have such data (e.g., with AVSC International, which is
not university-based or with the Harvard Institute of International Development, which has a
more comparable organizational structure but has a very different mandate). From a strategic
perspective, JHPIEGO should compare its data with the data of its competitors, because
JHPIEGO will be functioning in a more competitive environment in the future.

However, even without comparative costs, the following efficiency-related issues are apparent: 



     12 JHPIEGO spreads the cost of its printed materials across large and small programs.
Replicating printed material in country would be an advantage to a USAID mission with a
relatively large program and a disadvantage to a small country program. As USAID missions
become more results driven and cost conscious, the cost of producing materials in Baltimore and
shipping them to Bolivia or Nepal may become more important.
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• There is a heavy reliance on Baltimore-based staff rather than on regional
consultants. The routine production of materials in Baltimore could be replicated
in country;12 

• Actions from the field office must pass through four layers of accounting. Actions
must pass through an accountant in the field office, an accountant in the regional
office in Baltimore, and an accountant in JHPIEGO's corporate offices. Finally, the
actions are reviewed at JHU.

While reviewing JHPIEGO efficiency-related areas, the team observed that in the early years of
the cooperative agreement there had been a relatively high turnover of female senior staff.  Over
four years, the turnover for senior female staff had averaged 21 percent  (total of 19 women
departed), while for men, it averaged 9 percent (total of 5 men departed). Senior female turnover
has declined, however, over the cooperative agreement and was 8 percent for the six months
previous to this evaluation.

According to the missions' responses to G/PHN/POP's query, missions would like JHPIEGO to
provide more rapid administrative response, more in-country representation, and greater
delegation of authority to the field. Table 2 summarizes JHPIEGO's current organizational
structure and the missions' responses to G/PHN/POP's e-mail.
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Table 2

Current and Desired JHPIEGO Field Presence

Type of JHPIEGO 
Field Presence USAID Mission

Missions Indicating a Desire for
More In-country Representation

and/or Greater Delegation of
Authority to Field

Country Office (with
expatriate staff) Nepal, Kenya, Indonesia Kenya

Local Representation Turkey, Uganda,
Philippines, REDSO/WA Turkey

No country office or
local rep (although,
perhaps local
consultants)

Russia, Guatemala, Peru,
Brazil, Ecuador, Bolivia,
Guinea, India, Morocco,
Ukraine, Mali

Russia, Guatemala, Peru, Bolivia,
Ukraine, India

7.2 Financial Management

7.2.1 New System and Directions

In FY 95, JHPIEGO adopted a project-based cost structure to conform to changes in the Office
of Population's funding process. The objectives of this new cost structure are (1) to capture as
many direct costs as possible at the project level and (2) to "fully load" each project with
attributable costs for training, development, and program management to recover 100 percent of
these costs at the project level. To achieve one of these objectives, JHPIEGO first began charging
costs such as salaries, travel, and consultant fees directly to country project accounts. 

Second, JHPIEGO established a cost pool; it assigns to this pool those costs that are not specific
to a particular project and that were previously covered by core funding. JHPIEGO distributes
these costs to individual projects on a percentage basis: 38 percent in FY 97. Additionally, the
JHU indirect cost rate of 18 percent is applied to each project.

These changes in cost structure do enable JHPIEGO to cope with the loss of core funding and to
identify project costs. However, although there is detailed budgeting at the activity level in the
regional offices, there is no financial reporting at the activity level. According to JHPIEGO, this is
because of JHU's accounting system. JHPIEGO, however, recognizes that it would be
advantageous to develop more sophisticated financial reporting. As USAID funding declines and
missions become more results driven and cost conscious, and as CAs' mandates broaden and
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competition increases, JHPIEGO must adapt and be able to compete with other CAs that can
produce such financial documentation.

USAID continues to be JHPIEGO's main client. Funding from USAID represents 97 percent of
JHPIEGO's total budget; the fourth cooperative agreement represents 86 percent of the total.
JHPIEGO is attempting to diversify beyond the cooperative agreement and beyond USAID. As
with its financial reporting, JHPIEGO is aware of the issue of diversification and indicates that it
is seriously attempting to address this issue. The competitive award to JHPIEGO of the Regional
Economic Development Support Office/West and Central Africa (REDSO/WCA) project is a
good first step.

Conclusions

For JHPIEGO, a broader mandate is appropriate for a number of reasons:

1. As discussed in Chapter 3, training alone will not necessarily lead to improved
provider competence. Training may be a necessary input, but it is seldom a sufficient input
to lead to the desired improvement of competence. To contribute most effectively to
reaching the objective of sufficient, competent clinical personnel who are deployed,
supervised, and motivated throughout the service delivery system,  JHPIEGO must have a
broader perspective than simply training. This is not to say, necessarily, that JHPIEGO
should be working in deployment or supervision. However, JHPIEGO should have a clear
idea of the quality problems, which of those problems results from personnel performance,
and what measures, including training, should be taken to improve that performance.
JHPIEGO could then develop a plan laying out interventions to improve performance and
identify which donor or CA is providing these interventions. JHPIEGO would intervene
on a country-specific basis in response to USAID and in collaboration with other in-
country CAs.

The responsibility for such a national vision and plan is explicit in PRIME's contract. The
contract also explicitly directs PRIME to work on the "enabling environment" that
surrounds training. However, it is no longer the case that all of these important projects
work in all of USAID's program countries; the presence of PRIME (or any other project
and CA) in a country can not be assumed. If PRIME and JHPIEGO are working in the
same country, then PRIME, JHPIEGO, and USAID would have to ensure that there is no
overlap of activities. Overlapping mandates do not necessarily involve overlapping
activities.  

2. A broader JHPIEGO mandate would be responsive to the missions' new realities
of reduced staffing and the resulting mission desire for fewer CAs—each of which can do
more—in-country.
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3. JHPIEGO's organizational structure and staffing have been effective. As indicated
throughout this report, JHPIEGO has achieved the outputs outlined in their cooperative
agreement. Most missions are highly satisfied with the quality of JHPIEGO's work. In
addition, host-country partners are satisfied, and JHPIEGO's collaboration with these
partners is judged to be good or excellent. JHPIEGO's planned revisions to its original
structure are useful. However, further revision would be to JHPIEGO's advantage.
JHPIEGO's structure, which retains authority in Baltimore and within the management
group in Baltimore, is no longer suited to the opportunities and requirements of its major
client. In this new USAID era, JHPIEGO must be more in touch and immediately
responsive to USAID's missions. If JHPIEGO is to succeed in this regard, where the size
of the country program permits, it must establish more field offices and give field and
regional offices greater authority to make decisions on programmatic (versus policy)
matters.

4. For JHPIEGO to be competitive, it must continue to work on its financial
management system, notably activity costing. The data on the cost of activities should be
used for decision making and should enable JHPIEGO to plan and manage with maximum
efficiency.



     13 JHPIEGO's definition of decentralization (decision making more widely shared than
previously) is a more limited interpretation than is usually encountered in the management field.
"Decentralization is about power. The term is usually used to describe the transfer of power from
higher to lower management levels in diverse organizational settings, although the degree of
power that is transferred varies widely. It can mean transferring control over specific management
functions, such as planning and budgeting, from central offices to field offices, or shifting the
responsibility for an entire program to an institution with a distinct geographic boundary, such as
a provincial or district government." "Decentralizing Health and Family Planning Services," The
Family Planning Manager, Family Planning Management Development, Management Sciences
for Health, Volume IV, Number 2, March/April 1995.
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RECOMMENDATIONS

1. The Office of Population should expand JHPIEGO's mandate, in the next cooperative
agreement, to that of clinical human resource development, focusing on improving the
performance of clinical service providers. JHPIEGO's main activity would continue to be
training, but with a greatly increased emphasis on pre-service. JHPIEGO would be
directed to look at quality at the clinic level through interpreting service delivery
assessments conducted by other CAs or, in their absence, by collecting data to identify the
role that developing and managing clinical providers plays in those quality issues. Where
necessary, appropriate, and feasible (i.e., where technically warranted to address issues of
clinical provider competence, politically feasible, as requested by USAID Missions, and
avoiding overlap with the activities of other CAs), JHPIEGO should address those clinical
provider issues through the following actions:

• Advising on medical, nursing, and midwifery school and college
recruitment, including appropriate numbers and types of student;

• Advising and assisting to develop the clinical faculty and curriculum of
such FP/RH professional education; and

• Advising on medical, nursing, and midwifery school and college
deployment, including appropriate numbers and types of clinical graduates
and service providers necessary in specific catchment areas according to
national service delivery guidelines. 

2. JHPIEGO should more fully decentralize—true delegation of authority—to regional
offices, and from regional offices to existing field offices.13 Current and future field offices
should be delegated—in a prudent but timely manner to ensure responsiveness with their
principal client's needs—the authority to handle programmatic and financial decisions
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under a specific financial limit. Policy-related decisions should continue to be handled by
JHPIEGO's Baltimore office. In line with the broader mandate presented above and in
response to the needs of USAID's missions, JHPIEGO should open additional field
offices, with delegated authority, where the volume of the work and the level of funding
permits.

3. JHPIEGO should continue developing its financial management and reporting system
to the activity level. The data generated by that system should enable JHPIEGO to
analyze, control, and reduce costs and to present the corporation as a cost-effective and
efficient organization in the global arena.
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8. SUMMARY OF FUTURE DIRECTIONS

8.1 Program Priorities

8.1.1 A Broader Mandate

As mentioned in the recommendations in the previous section, the Office of Population should
expand JHPIEGO's mandate in the next cooperative agreement. This broader mandate would lead
JHPIEGO's mandate to overlap with other CAs, particularly PRIME and AVSC International.
However, as discussed throughout this report, the broadening of country programs is apparently
driven by mission wishes. Overlapping mandates does not mean overlapping activities. Each
USAID mission, striving to achieve results within a limited budget, would presumably be highly
motivated to select the appropriate CA based on performance, including collaboration, and costs.

The important gap in the development of clinical health professionals was the lack of a national
human resource management development plan in every country. It is PRIME's responsibility to
develop such a plan, taking into account the country's stage of development and the overall
enabling environment. However, while PRIME does not work in every country, every country in
which USAID is investing heavily in human resource development should have such a plan. 

8.1.2 A Country-specific Balance Between Pre-service and In-service Training

JHPIEGO's training efforts are divided with about 40 percent devoted to pre-service training and
60 percent devoted to in-service training. While there is no hard data to indicate which of these
two methods is more cost effective or sustainable, there are many opinions on the subject. Most
of USAID's missions strongly stated a desire for JHPIEGO to work increasingly in pre-service
training; CA collaborators believe pre-service training is JHPIEGO's unique niche. However, there
is a clear, continuing need for in-service training in countries where there is a backlog of untrained
providers. With regard to providing services, speed is important and professional schools are very
weak. The appropriate approach (pre-service versus in-service or a combination of the two) must
be decided on a country-specific basis depending on the country needs assessment (service
delivery issues such as quality, access, human resources, urgency of provider problem, educational
and training resources, and stage of program development), the mission and host-country's plans
and priorities, and the contributions of other CAs and donors.
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8.1.3 Compliance with Reproductive Health and Family Planning Guidelines

JHPIEGO should work in collaboration with projects such as QAP to develop feasible strategies
to monitor compliance with RH/FP service delivery guidelines in key service areas. Where
JHPIEGO notes a failure to comply with standards, it should develop strategies to increase
compliance. JHPIEGO should routinely assess the impact of training on service.

8.1.4 Other Technical Areas

Most missions expressed a desire for JHPIEGO to continue to maintain its focus "by sticking to
the basics" of FP and not lose its focus by taking on too many other RH issues. When questioned
about new areas they would like JHPIEGO to address, the missions and the MOHs did not
mention cervical cancer (unassisted visual inspection [UVI]) as a priority RH issue, but they did
mention STDs and essential maternal services as desired areas for JHPIEGO's increased
involvement.

There are several attractions to addressing essential maternal care. It is not a new service that
needs to be introduced; it is a service that already exists, in some form, in most communities.
However, major improvements in quality are needed. The importance of maternal health is
recognized intuitively by both the recipients (pregnant women) and those working in health care
systems. Many significant improvements in quality and reductions in mortality can be made
without introducing new technologies. Instead, strategic reorganization of services and training
are needed. Finally, addressing maternal care issues can make a potentially large impact on the
well-being of the family, because preventing the death of the mother prevents the loss of the
primary care giver for the surviving children.

With regard to STDs, JHPIEGO states that, "Currently, the most neglected area of health in many
countries is the management of STDs, which have a devastating impact on populations,
particularly women." STDs have a greater incidence in the younger reproductive age women;
therefore, their potential long-term negative impact is great.

In contrast to maternal mortality and STDs, cervical cancer is a disease of older women. The
reduction of deaths from cervical cancer has less impact on families and on life expectancy than
maternal mortality. The importance of cancer screening is not well appreciated or considered a
priority in most developing countries; this is a service for which demand would often need to be
created. Cancer screening would involve the introduction of an entirely new technology and
entirely new equipment. All these issues, therefore, argue against choosing cervical cancer
screening as a priority intervention.
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8.1.5 Other Cadres

As stated, in the future JHPIEGO should continue to increase the proportion of its work with
nonphysicians such as nurses, midwives, and health post workers who are involved in direct
service delivery. JHPIEGO has a particular advantage, compared to other CAs, in pre-service
training of nonphysician cadres.

8.2 Preparedness over the Next Five to Ten Years

There have been relatively few technological changes in FP, and these changes have occurred
slower than in other areas of RH, such as assisted reproductive technology (e.g., in vitro
fertilization). JHPIEGO is ideally positioned, given its primary affiliation with JHU and its strong
technical clinical leadership, to keep very current with any changes that do occur. JHPIEGO's
state of preparedness for new technological developments, areas of interest, and emerging
conditions is, therefore, excellent.  

8.3 Enhancement of Capacity Building, Institutionalization, and Sustainability

JHPIEGO should strive to build the capacity of countries, regions, and institutions to provide for
clinical human resource development independent of outside technical assistance and should add
this higher level of achievement to its benchmark hierarchy. JHPIEGO should promote further
institutionalization by carefully developing MOUs with each institution and by speeding up the
development and use of advanced trainers and master trainers in program countries. 

The fifth cooperative agreement should deal explicitly with the fact that JHPIEGO is operating in
a resource-scarce environment: USAID is phasing down and out in many countries; program
countries are poor and have limited ability to support recurrent costs; and there is no guarantee
that costs can be transferred to donors. JHPIEGO should begin immediately to address the
current lack of attention to financial sustainability by developing a consensus with USAID on the
relative importance of financial sustainability in JHPIEGO programming and by developing a
platform on financial sustainability, as well as indicators and benchmarks to measure it. 

JHPIEGO should plan, design, and operate with both programmatic and financial sustainability as
explicit objectives and incorporate sustainability planning in all its current agreements.
Additionally, JHPIEGO should start off all new agreements with programmatic and financial
sustainability as an explicit point of discussion. JHPIEGO should avoid, to the greatest extent
possible, picking up recurrent costs such as salaries, rent, and utilities; where it is currently doing
so, it should immediately develop phase-out plans for such subsidization with the relevant
institution and USAID Mission. Both national country strategies and specific JHPIEGO
agreements (MOU) with host-country institutions should clearly delineate (1) the in-country costs
of JHPIEGO's support to training systems and programs such as salary supplements, travel, per
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diem, office expenses, and models such as Zoe; (2) who will assume those costs when JHPIEGO
ceases to fund them; and (3) a plan to reduce and transfer those costs. 

JHPIEGO should use its creativity and ingenuity to develop technologies, materials, and models
that are state of the art in functionality, effectiveness, and affordability, such as anatomical models
that could be locally produced inexpensively, and training materials that are more concise and can
be printed locally.

JHPIEGO should speed up the development and use of advanced trainers and master trainers to
create sustainable training capacity. 

JHPIEGO should continue its efforts in pre-service training, including working to change the
policies of pre-service training institutions so they become more involved in training and
supervising clinical skills, and so that they provide the policy, research, and monitoring needed to
sustain quality service delivery in family planning. JHPIEGO should increase its pre-service
training interventions in nursing and midwifery schools in countries where these cadres provide
most of the FP and RH service to clients. JHPIEGO should also train more nurses and midwives
as clinical trainers, advanced trainers, and master trainers.

8.4 Future Directions in Training

A prior survey of leading medical schools in the U.S. and Canada and a survey of the literature on
health care training (Bergthold 1997) found that JHPIEGO is at or near the leading edge in many
aspects of medical training. JHPIEGO's leading edge activities are as follows:

• Training Approach.  Only one medical school in the U.S.—Brown University
School of Medicine—uses the CBT approach. 

• Training Materials.  JHPIEGO's materials can also be considered state of
the art.

• Use of Models.  Again, JHPIEGO has created and is effectively using anatomical
models in a way that is consistent with the best practices of the leading medical
schools.

However, JHPIEGO is not current with the best practices of leading training institutions in the
following two areas: 

(1) Problem-based Learning.  Several leading medical schools, including the
University of New Mexico, Southern Illinois University, and Canada's McMaster
University have instituted problem-based learning as a complete or partial curriculum.
Problem-based learning presents the student with a series of cases or problems and all
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knowledge and skills are learned in a case context. This approach has a great deal of
relevance for JHPIEGO's work. JHPIEGO is currently exploring the application of
problem-based learning in some of its programs.

(2) Community-based Preceptorship.  One of the major trends in medical education
is training young physicians almost entirely in community settings rather than in traditional
classrooms and teaching hospitals. This approach is based on the recognition that most
providers practice in community settings outside of tertiary-level hospitals. It also reflects
research findings that the transfer of learning occurs most readily to the work setting when
training is conducted in a setting that is similar to working conditions. Community-based
preceptorship seems particularly relevant to JHPIEGO's mission of making pre-service
training relevant to the needs of developing countries, reducing the costs of pre-service
training, and increasing the role that pre-service training institutions take in maintaining
and improving the quality of health-care service in their countries. 

JHPIEGO's training methodology and training materials are current with the best practices of
leading U.S. and Canadian medical schools. U.S. medical schools are developing new approaches
to problem-based learning and to community-based training of service providers that JHPIEGO is
not yet using. Using the community-based training approach may be a way that JHPIEGO could
help pre-service training institutions provide better clinical training, become more relevant to the
needs of their countries, and develop a stronger role in sustaining quality service in community
settings. JHPIEGO should investigate the experience of medical schools, such as the University of
New Mexico, Southern Illinois University, and McMaster University, and determine the feasibility
of including problem-based learning and community-based preceptorships in its pre-service
training strategy.

8.5 Monitoring and Evaluation

JHPIEGO should develop indicators and benchmarks for quality, supporting PHN Result 1.4.
These indicators and benchmarks should be complemented by a research and evaluation program
that will address the following questions:

• Does JHPIEGO's training approach produce results in improved quality of
provider service and quality of care for clients?

• What is the evidence that compliance with JHPIEGO's guidelines results in quality
of service outcomes?

• What are the minimum standards that must be followed to provide quality care?
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Further, JHPIEGO should develop the capability to monitor efficiency by tracking costs at an
activity level.

8.6 Management Decentralization

JHPIEGO should more fully decentralize—true delegation of authority—to regional offices, and
from regional offices to existing field offices. Current and future field offices should be
delegated—in a timely manner to ensure responsiveness with their principal client's needs—the
authority to handle programmatic and financial decisions under a specific financial limit. Policy-
related decisions should remain with the Baltimore office. In line with the broader mandate as
presented above and in response to USAID mission's needs, JHPIEGO should open additional
field offices, with delegated authority, where the volume of work and the level of funding permits.
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9. USAID

The fourth cooperative agreement coincides with major changes occurring in USAID. Two
factors have particularly affected JHPIEGO: a turnover in its contracting officer's technical
representative (COTR) and the development of the field support funding mechanism. JHPIEGO
has had four COTRs in two and a half years; although each has been knowledgeable and
supportive, it has, understandably, taken each new COTR time to become familiar with the
project. The shift from primarily core funding to primarily field support funding has been, from
JHPIEGO's position, the more difficult adjustment. JHPIEGO has revised its financial
management and reporting system to cope with this new situation. Although it is not identified as
a problem (for this is a cooperative agreement rather than a contract), the cooperative agreement
itself has not been "definitized."

JHPIEGO has some challenging years ahead as it seeks to be a competitive, sustainable
corporation in the global arena. To be truly competitive, JHPIEGO will need to document its
impact and costs. USAID can be most helpful over the long term by helping JHPIEGO address
the following questions:

• Who will be JHPIEGO's clients in ten years?

• What will JHPIEGO offer those clients? What will those clients want?

• What is the impact of JHPIEGO's services on the quality of RH services? How can
it demonstrate that impact?

• How can JHPIEGO be competitive in an increasingly cost-conscious environment?
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